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WHEN 
PARKINSONISM 
COMPLICATES 
PHENOTHIAZINE 
THERAPY 


Tremors, rigidity, cramps, and spasm due to 
treatment with potent phenothiazines are 
“easily alleviated with COGENTIN,’’: even in 
many cases when other drugs have failed.’ 
COGENTIN is a most powerful antispasmodic,’ 
yet its long, cumulative action is unusually 
well tolerated. By controlling parkinsonism 
and other extrapyramidal symptoms, COGENTIN 
usually enables the physician to continue the 
full benefits of phenothiazine management. 
Detailed directions for the use of CocENTiN, includ- 


ing dosage and routes of administration, are 
available to physicians on request. 


NEW DOSE FORM: INJECTION COGENTIN, 1 mg. per 
cc., ampuls of 2 cc. Also available: Tablets CoGENTIN 
(quarterscored), 2 mg., bottles of 100 and 1000. 
1. Ayd, F.J.: Clin. Med. 6:387, 1959. 2. May, R. H.: 
Am. J. Psychiat. 116:360, 1959. 3. Brock, S. 
(Moderator): Bull. NewYork Acad. Med. 32:202, 1956. 


CocenTin is a trademark of Merck & Co., Inc. 


Oo) MERCK SHARP & DOHME 
Division of Merck & Co., Inc., West Point, Pa. 
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basic in the care of the aging 


Metalex: 


when body tone, mental 
and sensory faculties 
begin to fade—she’s 
irritable, confused, 
forgetful, apathetic 


when vision begins to dim— 
in loss of 

visual acuity, in 

loss of peripheral 

vision 


when voices begin to fade— 
in loss of auditory 
acuity, in tinnitus 


Met alex’ cerebral stimulant/vasodilator 


The stimulant — pentylenetetrazol—facil- 
itates cerebral and reflex nerve activity. 
The vasodilator —nicotinic acid—aug- 
ments blood and oxygen supply to vital 
areas— 

Thus, METALEX increases body tone and 
aids mental and sensory faculties. 
Composition: Each teaspoonful (5 ml.) of 
the Elixir and each Tablet contains: Pentyl- 
enetetrazol 100 mg., Nicotinic Acid 50 mg. 


Dosage: One or two teaspoonfuls of the 
Elixir or one or two Tablets four times a 
day —one-half hour before meals and before 
bedtime. 


Available: Elixir: Pint and Gallon bottles. 
Tablets: Bottles of 100 and 1900. 


References: 1. Goodman, L, S. and Gilman, A.: Th2 
Pharmacological Basis of Therapeutics, 2nd Ed., New 
York, Macmillan Company, 1955. 2. O’Reilly, PB O., 
Demay, M. and Kotlowski, K.: Cholesteremia and 
Nicotinic Acid, A.M.A. Arch, Int. Med. 100:797-801 
(Nov.) 1957. 
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Lifts depression...as it calms anxiety! 





Geriatric and chronically 
ill patients respond with- 
in a few days. Thanks to 
your prompt treatment 
and the smooth action of 
Deprol, her depression 
is relieved and her anxi- 
ety calmed—often in two 
or three days. She eats 
well, sleeps well and her 
depression no longer 
complicates your basic 
regimen. 





For geriatric and chronically ill patients — 


a smooth, balanced action that lifts depression 


as it calms anxiety...rapidly and safely 


Balances the mood—no “seesaw” effect of 
amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers 
may stimulate the patient — they often 
aggravate anxiety and tension. And 
although amphetamine-barbiturate combi- 
nations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol 
lifts depression as it calms anxiety. 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 


this may be gradually increased up to 8 tablets q.i.d. 
(benactyzine HCl) and 400 mg. meprobamate. 


literature and samples. 


Composition: 1 mg. 2-diethylaminoethyl benzilate hydrochloride 
Supplied: Bottles of 50 light-pink, scored tablets. Write for 


Acts swiftly—the patient often feels better, 
sleeps better, within two or three days. 
Unlike most other antidepressant drugs, 
Deprol relieves the patient quickly — often 
within two or three days. 


Acts safely—no danger of hypotension or 
liver damage. Deprol does not cause hypo- 
tension, tachycardia, jitteriness, or liver 
toxicity. It can be safely administered with 
basic therapies. 


“Deprol* 


AN WALLACE LABORATORIES 
AV J Cranbury, N. J. 
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a pleasant way to treat dry, itchy skin 


Alpha - 


waler-dispersible, antipruritic oil for the bath or shower 
Alpha-KERI makes dry skin feel soft and smooth immediately. It effectively deposits a uniform, partially 


occlusive oil film over the entire skin area. Alpha-KERI lubricates the skin, relieves itching and restores the 
protective action of natural skin oils lost by the action of water, weather and detergents. It moisturizes the 





skin and also helps to retain moisture by retarding evaporation of water. Alpha-KERI contains: Kerohy 
dric*, brand of dewaxed, oil-soluble, keratin-moisturizing fraction of lanolin, mineral oil, and a special 
nonionic. emulsifier which provides the right amount of water dispersibility for optimum coverage of the 
skin with emollient oils. Alpha-KERI oil may be used in the bath, in the shower, for sponge bathing and 
for infant baths. It can also be used for skin cleansing where soap is contraindicated. Alpha-KERI oil is 
tinted an attractive green color and pleasantly scented. Bottles of 8 fl. oz. Write for samples and literature 

Westwood Pharmaceuticals, Buffalo 13, New York 
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INFORMATION FOR AUTHORS 


The editors of Geriatrics invite physicians to submit original 
papers in the field of geriatric medicine. Interest and value to the 
practicing physician are paramount. 

Manuscripts should be typewritten, double spaced. Recommended 
length is from 3,500 to 5,000 words. Authors’ full names, academic 
or professional afhliation, and complete addresses should be in- 
cluded. No more than three names should be listed. Credit to con- 
tributing workers may be given in a footnote. 


Vitles should consist of 4 to 6 words. References should be kept 


to not more than 20 citations and should be typed on a separate 
sheet. Both journal and book references should follow the style of 
the Index Medicus. References are to be numbered and listed con- 
secutively as they appear in the manuscript. A summary of 40 to 
60 words for use at the head of the article should accompany the 
manuscript. 

GERIATRICS encourages the use of illustrations. Art work and 
photographs must be clear, sharp, and suitable for good reproduc- 
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accurate, and each should be typed on a separate sheet. 

Galley proofs and reprint order cards will be submitted to the 
senior author well in advance of publication date. Manuscripts 
should be directed to the Editorial Department, GERIATRICS, 84 
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an important solution 
in the management of 
‘resistant staphylococcus infections 


100,000 


Penicillin (131,056-fold increase) 


Vancocin (4 to 8-fold increase) 


Fold Increase in Resistance 





11 13 15 


Number of Transfers 


DEVELOPMENT OF RESISTANCE BY STAPH. AUREUS TO VAN- 

COCIN AND PENICILLIN—Development of resistance to Vancocin 

has not yet been demonstrated clinically. It is even difficult to “force” unity /extnanee jammer 
development of resistance in laboratory studies. 


VANCOCIN® 


(vancomycin, Lilly 


e Vancocin is bactericidal in readily achieved serum concentrations. 
e Vancocin is effective against antibiotic-resistant gram-positive patho- 
gens. Cross-resistance does not occur. 


e Vancocin averts the development of antibiotic-resistant organisms. 


Supplied: 


Only as Vancocin, I.V., 500 mg., in 10-cc. rubber-stoppered ampoules. Before 
administration, the physician should consult essential information contained 
in the package. 


ELI LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S.A. 
030102 
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one packet 
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each packet 
is equivalent to 
one rounded teaspoonful 
of Metamucil powder 


e 
all the advantages 
of smoothage therapy 
in the relief and 
correction of constipation 


it’s new 
INSTANT MIX 
METAMUCIL 


add cool water 
slowly 
...at’s instantly 
mixed 


+ 
stimulates normal 
peristalsis 


8 
keeps stools soft and 
easy to pass 


we 
induces natural elimination 
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promotes regularity 
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avoids harsh laxatives 
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TO THE FUTURE ISSUES 


Intestinal Obstruction in the Aged is a 
lethal disease and the physician must be 
prepared to make an early diagnosis; correct 
any fluid, electrolyte, or blood volume defi- 
cits; compensate for any cardiorespiratory 
disease; and see that adequate surgical treat- 
ment is carried to completion, according to 
Thomas M. Flake and Charles G. Johnson 
of the Department of Surgery, Wayne State 
University College of Medicine. They stress 
that the postoperative care must be of par- 
ticularly high caliber if the patient is to be 
brought safely back to a healthy state. 


fH A study of a series of 510 patients suffer- 
ing from Cerebral Infarction who were ad- 
mitted to the Ashford Hospital, Middlesex, 
England, from the beginning of 1952 to the 
end of 1958 is reported by A. Barham Car- 
ter, consulting physician at Ashford Hospi- 
tal. It was found that vasodilator drugs and 
stellate ganglion block failed to influence the 
natural history of this condition, that anti- 
coagulant drugs were of benefit in the imme- 
diate treatment of cerebral embolism, and 
that sudden and complete nonembolic cere- 
bral infarction, particularly when accom- 
panied by unconsciousness, was not im- 
proved by any specific treatment. 


i | In Liver Function Studies of the Aged, 
Theodore Cohen, Leo Gitman, and Eman- 
uel Lipschutz.of the Department of Medi- 
cine, Brooklyn Hebrew Home and Hospital 
for the Aged, New York, found that 45.8 per 
cent of 59 patients over 65 showed an ab- 
normal liver function test. The total per cent 
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South Tenth Street, Minneapolis 3, Minnesota. Title registered 
U.S. Patent Office. Louis M. Cohen, Publisher; Allan Stone, 
Assistant to the Publisher; Virginia L. Dustin, Managing 
Editor; Maurice Wolff, Business Manager. 
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of abnormalities was only 5.7 of 596 tests 
performed and abnormalities other than the 
cephalin flocculation test were sporadic with 
the exception of slight elevation of the direct 
reacting bilirubin fraction in 5 patients. 
With few exceptions, the range of abnormal- 
ities was so close to normal that they might 
well be considered statistically insignificant. 


es The important problems in The Treat- 
ment of Certain Fractures in Old People are 
discussed by James M. Thompson and Rob- 
ert D. Fusfeld of the Veterans Administra- 
tion Hospital, Lincoln, Nebraska. They state 
that definitive surgery is seldom contraindi- 
cated because a patient is old and that sur- 
gical success depends upon the total patient 
care and safety both before and after opera- 
tion. They believe that early ambulation 
and joint activity are essential and that per- 
fect anatomic alignment should be sacrificed 
for the preservation of life and useful func- 
tion. 


fj In order to improve the financial condi- 
tions of the aged, a compulsory social insur- 
ance program is vitally needed, writes Wil- 
bur J. Cohen, professor of public welfare 
administration, University of Michigan, dis- 
cussing Welfare Policies Relating to Income 
and Tax Status of the Aged. Currently, fed- 
eral programs help the indigent and wealthy 
aged most, but not sufficiently those with 
modest incomes. Under present policies, 
much revenue is lost on the one hand, and 
many old people suffer from insufficient 
funds on the other. A comprehensive policy 
and a consistent set of previsions relating to 
benefits and taxation of the aged should be 
sought to improve social welfare programs 
for this age group. 
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NEW —DELICIOUS—ORANGE-FLAVORED 


(PENTIDS 400° 


FOR SYRUP 


Squibb Flavored Penicillin Powder 
Tastes Good... delicious, refreshing orange flavor means ready acceptance 
by young or “finicky” patients. 
Double Potency...400,000 units of potassium penicillin G per teaspoonful 
een Other form of oral penicillin gives better therapeutic results. 
Economical...more economical for your patients than other forms of 
penicillin. Where double strength Pentids is required for treatment of 
severe penicillin-susceptible infections due to hemolytic streptococcus, 
pneumococcus, staphylococcus, and for prevention of streptococcal infec- 
tions in patients with a history of rheumatic fever, Pentids ‘*400°? will 
save your patients’ money. 
Convenient... Pentids ‘400°’ for Syrup, soluble powder containing peni- 
Cillin G potassium {buffered}, which when reconstituted with 35 cc. of 
water provides 60 cc. of orange-flavored syrup with a potency of 400,000 
units per § cc. teaspoonful. ‘enrios’ ® 8 A squioe TRADEMARK 
Also available: Pentids “400”: 400,000 units of buffered penicillin G potas- 
sium per scored tablet. Pentids: 200,000 units of buffered penicillin G potas- 
sium per scored tablet. Pentids for Syrup: 200,000 units of penicillin G 
potassium per teaspoonful (5:cc.). Pentids Capsules: 200,000 units of peni- 
cillin G. potassium per capsule. Pentids Soluble Tablets: 200,000 units of 
penicillin G potassium per tablet..Pentids-Sulfas Tablets: 200,000 units of 
penicillin G potassium with 0.5 Gm. triple sulfas per tablet. 
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offers your patients unparalleled 
Hearing Aid appearance 
and performance... 


GOLD SEAL 
MEDALLION 





If cosmetic effect is important to your 
patient—the Gold Seal Medallion may 
best meet his need. Smartly styled, it 
combines the striking beauty and 
slenderness of modern eyeglasses with 
superb performance. The Medallion is 
one third smaller than the previous 
Zenith model — yet it is brilliantly en- 
gineered to offer all the advantages of 
famous Zenith “Living Sound” quality! 
Readily adaptable to most frame styles. 
If superior performance is important to 
your patient —the Gold Seal Extended 
Range is especially engineered for him. 
With a response range that is almost 
twice as broad as the former Zenith 


GOLD SEAL 
EXTENDED 
RANGE 





conventional transistor hearing aid, the 
Extended Range gives remarkable 
reception. It has virtually eliminated 
background noises and distortion. In 
actual Zenith tests, it has proven its 
ability to improve the hearing of 9 
out of 10 hearing aid users! 

For fabulous performance, for in- 
conspicuous beauty, these two exam- 
ples of Zenith progress demonstrate 
again the leadership that Zenith alone 
enjoys. 

Write for Extended Range and Me- 
dallion information — plus free card- 
board “cut-out” model of the beautiful 
Medallion. 


Hearing Aid Division, Zenith Radio Corp., Dept. 97y 

6501 W. Grand Ave., Chicago 35, Illinois 

Please send me'complete descriptive information on the Extended 
Range and Medallion, plus free ‘‘cut-out’’ model of the Medallion. 
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EFFICIENT & ACCEPTABLE 


PRONEMIA provides iron in a highly efficient and | each pRoneMiA capsule contains: 
readily accepted form —as ferrous fumarate — for a] vitamin B12 with AUTRINIC® 
heightened hematologic response per mg./dose and Intrinsic Factor Concentrate 
a lowered risk of gastrointestinal irritation. Formula ici oa 
and toleration assure full dosage every day... be- 
cause patients rarely forget, or reject, the once-a- 


Ferrous Fumarate ........ 350 mg. 
(Elemental Iron, 115 mg.) 





4 : offs Ascorbic Acid (C) ........ 150 mg. 
day regimen. PRONEMIA includes all needed hematinic | £1. aig ............ yal 
factors with AUTRINIC® Intrinsic Factor Concentrate 
and Vitamin By. Available on your prescription only. 


IN EASY 1-<CAPSULE DAILY 


PRONEMIA 


Hematinic Lederle 


LEDERLE LABORATORIES, a Division of 


> AMERICAN CYANAMID COMPANY 


Pearl River, New York 








new clinical study’ 
cites beneficial 
results in over 
90% of cases in 


Use of SARDO in 118 dermatological patients to relieve 
dry, itchy, scaly, fissured skin achieved these excellent 











results: 
CASES AFTER SARDO* 
Excellent Good Poor 
49 Senile skin 32 13 4 
= 26 Dry Skin in younger 
patients (diabetes, etc.) 14 ii 1 
20 Atopic dermatitis 8 10 2 
13 Actinic changes 9 4 _ 
10 Ichthyosis 3 4 3 
nits Skin Conditions Benefited No Benefit 
me. 20 Nummular dermatitis 19 1 
es 10 Neurodermatitis 10 aa 
tis: SARDO acts! to (A) lubricate and soften skin, (B) replenish natural 


emollient oil, (C) prevent excessive evaporation of essential moisture. 


SARDO releases millions of microfine water-miscible globules to pro- 
vide a soothing suspension which enhances the efficacy of your other 


f 
‘ therapy. 


SARDO is pleasant, convenient, easy to use; non-sticky, non-sensitiz- 
ing. Bottles of 4, 8 and 16 oz. 


for SAMPLES and complete reprint of Weissberg paper, please write... 


o 
o 

















1. Weissberg, G.: 
Clin. Med., June 
1960. 


2. Spoor, H. J.: 
N. Y. St. J. Med., 
Oct. 15, 1958. 


*patent pending 
T.M. ©1960 


Sardeau, [ NC. 75 East 55th Street, New York 22, N. Y. 
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Now—with 


lvodine 


trademark ethanesulfonate 





relief of severe pain 
e e e ** 
without drowsiness or hypnosis 


o 


new approach to “pure” analges 

q 
Alvodine, a new potent narcotic analgesic which approaches “pure” analgesia, is 
unique among agents of its class because it is as effective as morphine but does not 
produce drowsiness, hypnosis or euphoria in the great majority of patients.** 


Alvodine is safer than morphine. It is free of both the high incidence and the 
severity of side effects associated with morphine. Respiratory and circulatory depres- 
sion are rare with customary dosages. Nausea and vomiting are uncommon and, 
unlike opiates, Alvodine does not cause constipation. 


In contrast to most other analgesics Alvodine is fully effective when administered 
orally. Injection may be given for quick action or when parenteral use is indicated. 


Alvodine tablets, 50 mg., scored. Average oral dose for adults—from 25 to 50 mg. 
every four to six hours as required. Alvodine ampuls, 1 cc., containing 20 mg. per 
cc. Average subcutaneous or intramuscular dose for adults—from 10 to 20 mg. every 
four hours as required. Narcotic Blank Required. 












*In more than 90% of patients. 


























When Alvodine is particularly useful 
Because Alvodine generally relieves pain without causing a “drugged” condition, 
it is especially useful in those clinical situations in which it is desirable to have the 
patient alert and comfortable. 


Postoperative analgesia 


Alvodine relieves postoperative pain promptly, without any narcotizing effect. 
Because patients remain awake, early and frequent mobilization is possible, and the 
risk of pulmonary hypostasis and venous stagnation is decreased. 


Ambulatory patients 


Because Alvodine does not tend to interfere with mental acuity, it is particularly 
indicated for patients whose pain or disease does not necessitate bed rest. Alvodine 
is effective orally as well as parenterally for visceral pain and pain caused by cancer 
or disorders of the muscular, skeletal or neurologic structures. 


Severe pain from cancer 


When the patient with cancer begins to need strong analgesia, he can take Alvodine 
by mouth. It is as effective as morphine in relieving pain but produces neither 
drowsiness nor euphoria. It permits the patient with cancer to remain alert longer 
and to continue his day-to-day activities longer. 


. 
uithrop LABORATORIES 
New York 18. N. Y. 


Write for Alvodine brochure containing detailed information on 
clinical experience, addiction liability, side effects and precautions. 
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p management of exogenous 


UNDERWEIGHT 
Super WATE-ON 


Super Wate-On emulsion provides greater efficacy (1) 
in the management of underweight because: 





@ it furnishes the highest degree of calorie saturation—660 
calories per 100 c.c. 


calories come from natural vegetable fat (corn oil) not 
animal fat, does not tend to raise blood cholesterol 
levels as might other fat compounds. 






emulsion is extremely palatable, buffered and homo- 

genized to such a fine state of suspension it is readily 
assimilated. Emulsifier is included to help digest fats 
taken at meais. 

@ rich in L-Lysine, effective (2) as a gastric secretagogue 
and for its aid in protein utilization. 

@ includes selected vitamins to preclude the possibility 
of poor appetite due to sub-clinical deficiencies. 

Whenever a gain in weight is indicated, Super Wate-On 

is the Rx of regular efficacy. 


SUPER WATE-ON CONTAINS 


660 cal. per 100 c.c., L-Lysine, plus selected 
vitamins and iron in a buffered and homog- 
enized emulsion. 


(1) Clinical study of 96 Underweight Cases. (Unpublished) 
(2) Sackler, A.M. and Sophian, L. H.; Gastric Secretagogue effect of lysine monohydrochlo- 
ride, Science 126: 255-256, Aug. 9, 1957. 


dam THE FLEETWOOD COMPANY . Chicago 6, III, 








ypertension 


sustained-action hydroflumethiazide ‘Bristol’ 


as an antihypertensive: ‘‘a distinct advantage in the manifestations of hypertension”? 
...a superior foundation drug for an antihypertensive regimen... often the 
only drug required...in other cases, enhances the effect of tranquilizers, 
sympathetic depressants, and ganglionic blockers. 

as a saluretic: “a marked advancement in the field of diuretic therapy”? 
... prompt sodium excretion, with “a duration of at least 18 hours” on a single 
50-mg. tablet’... repetitively effective.'* 


INDICATIONS: Hypertension and hypertensive cardiovascular disease. Edema, associated with cardiac or 
renal insufficiency, hepatic cirrhosis, pregnancy, premenstrual syndrome, or steroid administration. 


DOSAGE: Usually 1 tablet daily. Full information in official package circular. 
SUPPLY: Scored 50-mg. tablets; bottles of 50. Syrup, containing 50 mg. per 5-ml, teaspoonful; bottles of 8 fl. oz. 


REFERENCES: 1. Ford, R. V., and Nickell, J.: Ant. Med. & Clin. Ther. 6:461, 1959. 2. Fuchs, M., 
and Mallin, S. R.: Int. Rec. Med. 172:438, 1959. 3. Ford, R. V.: Int. Rec. Med. 172:434, 1959. 


\( Bristol BRISTOL LABORATORIES, SYRACUSE, NEW YORK 














on the pathogenesis of pyelonephritis 





“An inflammatory reaction here [renal papillae] may produce sudden rapid 
impairment of renal function. One duct of Bellini probably drains more than 
5000 nephrons. It is easy to see why a small abscess or edema in this area may 
occlude a portion of the papilla or the collecting ducts and may produce a func- 
tional impairment far in excess of that encountered in much larger lesions in the 
cortex.’’! 

Recent experimental evidence in animals strongly supports the view that obstruc- 
tion of the tubules in the medulla, as opposed to the cortex, predisposes the kidney 
to pyelonephritis? and “. . . as few as 10 organisms injected into the medulla were 
capable of causing infection.”* 

The “exquisite sensitivity’* of the medulla to infection highlights the impor- 
tance of obstruction to the urine flow in the pathogenesis of pyelonephritis. ‘“There 
is good cause to support the belief that many, perhaps most, cases of human pye- 
lonephritis are the result of infection which reaches the kidney from the lower 
urinary tract.”® 

An agent, such as FurRapANTIN, which has a specific affinity for the urinary tract 
and which is actively excreted by the cells of the tubules, as well as of the glom- 
eruli,® is particularly suited to meet the problems posed by the pathogenesis of 
pyelonephritis and the primary pathways of infection. 



























in pyelonephrites 
to eradicate the pathogens 
no matter the pathway 


DANTI 


high urimary concentration 








brand of nitrofurantoin 


glomerular filtration 
tubular excretion 


effective at glomerular and tubular levels: In addition to simple glomerular filtra- 
tion, FURADANTIN is actively excreted by the tubule cells. 


rapid antibacterial action: Antibacterial concentrations of FuRADANTIN are in the urine 
in 30 minutes. 

broad bactericidal spectrum: Furavantin is bactericidal against a wide range of gram- 
positive and gram-negative bacteria including certain organisms resistant to other agents. 


free from resistance problems: Development of bacterial resistance to FURADANTIN has 
not been a problem in over 8 years of extensive clinical use. 


well tolerated—even after prolonged use: Furavantin is nontoxic to kidneys, liver and 
blood-forming organs. No monilial superinfection, staphylococcic enteritis, proctitis or 
anovulvar pruritus has ever been reported. 


no cross resistance or cross sensitization with other drugs: Furavantin, a synthetic 
nitrofuran, is unrelated chemically to any other class of antimicrobial drugs; cross resist- 
ance or cross sensitization does not occur. 


AVERAGE FURADANTIN ADULT DOSAGE: 100 mg. tablet q.i.d. with meals and with food or 
milk on retiring. SUPPLIED: ‘Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


, REFERENCES: 1. Schreiner, G. E., A.M.A. Arch. Int. M. 102:32, 1958. 2. Rocha, H., et al.: Yale J. Biol. & Med. 
$2:120, 1959. 3. Freedman, L. R.: Yale J. Biol. & Med. 32:272, 1960. 4. Freedman, L. R., and Beeson, P. B.: Yale 
J. Biol. & Med. 30:406, 1958. 5. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 6. Paul, M. F., et al.: Am. J. 
t Physiol. 197:580, 1959. 





® NITROFURANS —a unique class of antimicrobials 
EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY 
NORWICH, NEW YORK 
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attains activity 
ile species 


Demethylchlortetracycline attains— 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 


TETRACYCLINE 
















TETRACYCLINE 


ACTIVITY ACTIVITY 
WITH WITH OTHER 
DECLOMYCIN TETRACYCLINE 


THERAPY THERAPY 


POSITIVE ANTIBACTERIAL ACTION 










| antibiotic e =“ 
| activity yf 4 | 


sustains activity 
levels evenly 


DECLOMYCIN Demethylchlortetracycline sustains, 
through the entire therapeutic course, the high activ- 


ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which character- 
ize other tetracyclines. 


DECLOMYCIN—SUSTAINED ACTIVITY LEVELS — 


OTHER TETRACYCLINES—PEAKS AND VALLEYS 


PROTECTION AGAINST PROBLEM PATHOGENS 
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retains activity 


levels 24-48 hrs. 


N Demethylchlortetracycline retains ac- 
tivity levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thus be confidently expected. The average, daily adult 
dosage for the average infection—1 capsule q.i.d.— 
is the same as with other tetracyclines... but total 
dosage is lower and duration of action is longer. 


DAYS OF TETRACYCLINE A' DOSAGE 





DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B? DOSAGE 





DURATION OF PROTECTION 


DAYS OF TETRACYCLINE C? DOSAGE 





DURATION OF PROTECTION 


(1) Oxytetracycline (2) Chlortetracycline. (3) Tetracycline 


PROTECTION AGAINST RECURRENCE 


LOMYCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 





















CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 ‘doses. 


PRECAUTIONS-—As with other antibiotics, DECLOMYCIN 
may occasionally give rise to glossitis, stomatitis, proc- 
titis, nausea, diarrhea, vaginitis or dermatitis. A photo- 
dynamic reaction to sunlight has been observed in a few 
patients on DECLOMYCIN. Although reversible by discon- 
tinuing therapy, patients should avoid exposure to in- 
tense sunlight. If adverse reaction or idiosyncrasy occurs, 
discontinue medication. 

Overgrowth of nonsusceptible organisms is a possi- 
bility with DECLOMYCIN, as with other antibiotics. The 
patient should be kept under constant observation. 


> 
LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 





“,. uniformly 
excellent results 
in the treatment 
of decubitus, 
varicose, 
arteriosclerotic, 
and diabetic ulcers.”* 


PANAFIL 


for enzymatic debridement and 


2) CHLORESIUM 


for prompt healing 


Reporting on a two-year study, clinicians described the regimen of Panarit Ointment for clean-up 
of surface ulcers, followed by CHLoresium Ointment for healing, as “the most effective” in their 
experience.* 

Panarit Ointment is a proteolytic agent for debridement of necrotic tissue or encrusted wound 
exudate. It produces a clean wound base, clearing out secondary infection without need for 
topical antibacterial medication. Stable and ready-to-use, PANAFiL is safe and convenient as a 
standard wound dressing. AND...it is priced far below other topical enzyme preparations. 
CHLoresium Ointment is a recognized aid to healing of ulcers, wounds, burns, and dermatoses. 
Its active ingredient, water-soluble chlorophyllin, speeds formation of healthy granulation tissue 
and epithelization, soothes irritated tissues, and deodorizes malodorous lesions. As a further 
advantage, the clinicians report, “...with many hundreds of cases we have yet to encounter a 
single case of irritation or sensitivity traceable to the active ingredient... .”* 


Panarit Ointment—Papain 10%, urea U.S.P. 10%, Cutoresium Ointment—Water-soluble chlorophyll 
water-soluble chlorophyll derivatives 0.5% in a derivatives 0.5% in a hydrophilic ointment base. In 
hydrophilic ointment base. In 1-0z, and 4-o0z. tubes 1-0z. and 4-o0z. tubes and special hospital size. 


and special hospital size. Samples and literature on request from 


*Diamond, O. K.: New York J. Med. 59:1792, 1959. Aystan) Mount Vernon, N. Y. 
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WHENEVER COUGH THERAPY 





IS INDICATED 





THE COMPLETE Rx >3"UP 
FOR COUGH CONTROL 


cough sedative | antihistamine 
decongestant / expectorant 






a) 





a relieves cough and associated symptoms 
in 15-20 minutes # effective for 6 hours or 
longer m promotes expectoration m= rarely 
constipates m agreeably cherry-flavored 


Each teaspoonful (5 cc.) of HYcoMINE* Syrup contains: 
Hycodan® 


Dihydrocodeinone Bitartrate . 5mg.) 

(Warning: May be nabit-forming) 6.5 mg. 

Homatropine Methylbromide . . 1.5 me! 
Pyrilamine Maleate . . ’ ‘ . 12.5 mg 
Phenylephrine Hydrochloride ‘ 10 mg 
Ammonium Chloride . 60 mg 
Sodium Citrate 85 mg. 


Average adult dose: One tenga after meals and at 
bedtime. May be habit-forming. Federal law permits oral 
prescription 


Literature on request 


ENDO LABORATORIES 
Richmond Hill 18, New York 


Dat. 2,630,406 
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“Because Caroid and Bile Salts Tablets are not harsh, 
but act gently to produce a normal bowel movement, 
| prefer them for my ‘over 40’ patients.” 
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Caroid & Bile Salts .... 


The combined action of the principal ingredients in Caroid and Bile 
Salts Tablets provides 3-way, physiologic relief of constipation. 
Caroid® — potent proteolytic enzyme for improved protein digestion. 
Bile salts — choleretic for treatment of biliary stasis; hydrotropic for 
soft, well-formed stools. 

Stimulaxant — to improve smooth muscle tone, restore regularity. 


Dosage: 1 or 2 Caroid and Bile Salts Tablets should be taken with at least 
1 glass of water about 2 hours after breakfast and at bedtime. 


Samples on Request. 
American Ferment Co., Inc., 1450 Broadway, New York 18, N. Y. 
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NOW...for ACUTE AND CHRONIC ARTHRITICS 


More complete freedom from pain 
with reduced steroid dosage 


PAIN EASES, MUSCLES RELAX WITH SOMA® @ INFLAMMATION SUBSIDES WITH PREDNISOLONE 


WHEN PAINFUL MUSCLES RELAX, INFLAMED JOINTS NEED LESS STEROID 











USUAL DOSAGE: One or two SOMAcort Tablets four times daily. SUPPLIED: As white, scored tablets, each containing 350 mg. SOMA 
(carisoprodol) and 2 mg. prednisolone; bottles of 50. 


x | tng _ 
ty q)! fAco re 


Literature and samples on request. WW. » — WALLACE LABORATORIES, cranbury, N. J. 











ANTI-INFLAMMATORY / MUSCLE RELAXANT / ANALGESIC 
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this hypertensive 
patient prefers 
Singoserp . 
and so does 
his physician 



















Photo used with patient’s permission. 


Patient’s comment: ‘“‘The other drug [whole root rauwolfia] made me feel lazy. | just didn’t feel 
in the mood to make my calls. My nose used to get stuffed up, too. This new pill [Singoserp] 
doesn’t give me any trouble at all.’ 


Clinician’s report: J. M., a salesman, had a 16-year history of hypertension. Blood pressure 
at first examination was 190/100 mm. Hg. Whole root rauwolfia lowered pressure to 140/80— 
but side effects were intolerable. Singoserp 0.5 mg. —. further reduced pressure to 130/80 
and eliminated all drug symptoms. 





Many hypertensive patients and their physicians 


prefer Singoserp because it usually lowers 
blood pressure without rauwolfia side effects 





SUPPLIED: Singoserp Tablets, 1 mg. (white, scored). Also available: Singoserp®-Esidrix® Tablets #2 (white), each 
containing 1 mg. Singoserp and 25 mg. Esidrix; Singoserp®-Esidrix® Tablets #1 (white), each containing 0.5 mg. 
Singoserp and 25 mg. Esidrix. Complete information sent on request. 
Singoserp® (syrosingopine CIBA) 4 
Singoserp®-Esidrix® (syrosingopine and hydrochlorothiazide CIBA) C EBA 
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now... DECISIVE THERAPY 
for the physical and mental debilities of the aging 





ps Revitalize Bone and Muscle Tissue 


Improves Mental Competence 


Analeptone-Anabolic offers a new approach to the treatment of aging patients by 
providing safe, well-tolerated, decisive medication, to counteract diminishing skele- 
tal muscle powers, osteoporosis, and to help restore mental faculties. 


Decisive in stimulating muscle and bone anabolism, and enhancing the 
patient’s sense of well-being and vigor. 
Decisive in counteracting cerebral anoxia, depression, confusion and 


mental debility. 


FORMULA: Each tablet contains: pentylenete- 
trazol 50 mg., methyltestosterone 0.83 mg., ethi- 
Nnyl estradiol 0.0015 mg., strontium salicylate 
450 mg. 

DOSAGE: Usual dose is two tablets, three or four 
times daily. 

SUPPLIED: Bottles of 100 tablets. 
PRECAUTIONS: This preparation should not be 
used in patients who have established or sus- 
pected mammary, prostatic or other genital ma- 
lignancy. 


ALSO AVAILABLE: 

ANALEPTONE® ELIXIR. Each teaspoonful (4 ec.) 
contains: pentylenetetrazol 200 mg., niacin 
100 mg., peptenzyme elixir q.s. Supplied in 
bottles of 8 fi. oz. 

ANALEPTONE® TABLETS. Each tablet contains: 
pentylenetetrazol 100 mg., niacin 50 mg., pepsin 
1:10,000 5 mg. 


SUPPLIED: Bottles of 100 tablets. 


NALEPTONE-ANABOLIC 


RNG REED & CARNRICK / Kenitworth, New Jersey 
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sprained 
wrist 


Analgesics alone merely 
mask pain. New Medaprin 
adds Medrol* to suppress 

the inflammation that causes 
the pain and stiffness. 

Thus, to the direct relief of 
musculoskeletal pain, 


Medaprin 


adds 
restoration of 
function. 


Medaprin is supplied in bottles of 
100 and 500 tablets. 


Each tablet contains: 


Medrol (methylprednisolone) .. 1mg. 
Acetylsalicylic Acid .......... 300 mg. (5 gts.) 
Calcium Carbonate ........... 200 mg. 


THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 


"Trademark, Reg. U.S. Pat. Off. 
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‘‘the most effective drug against tremor” 


IN PARKINSONISM Parsidol exceeds all other drugs for reducing 
tremor,! a principal impairment of this disease. Parsidol also bright- 
ens the patient’s outlook and, by lessening rigidity, contributes to 
restoration of his self-confidence. Especially well tolerated by elderly 
patients,!?-3 Parsidol is effective alone yet is compatible with most 
other antiparkinsonian drugs.! Most patients respond to a mainte- 


nance dosage of 50 mg. q.i.d. 
© brand of 
ethopropazine 
hydrochloride 


MORRIS PLAINS, WJ. 


ISONISN 


1. Schwab, R, S. and England, A. C.: J. Chron. Dis. 8:488 (Oct.) 1958. 
2. Schwab, R. S.: Geriatrics 14:545 (Sept.) 1959, 
PAR.GPO3 3. Doshay, L. J. et al.: J.A.M.A. 160:348 (Feb. 4) 1956, 


















relieves tremor 
and rigidity in 
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THIORIDAZINE HCI 
specific, effective tranquilizer 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 
but is virtually free of such toxic effects as 
jaundice 
Parkinsonism 


blood dyscrasia 
dermatitis 



















greater specificity of tranquilizing 
action results in fewer side effects 


fi 























Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“A new phenothiazine derivative, thioridazine [Mellaril®], was used to treat 71 
patients, most of whom were unduly agitated and disturbed due to hospital- 
ization for medical or surgical conditions..:.The response to treatment was 
considered satisfactory in 83.4 per cent of patients....In agreement with the 
published results of other investigators, we believe that thioridazine shows a 
greater specificity of trancuilizing action and freedom from serious toxic 


effects when compared with some of the other phenothiazines.’* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 


*David, N. A.; Logan, N. D., and Porter, G. A.: Evaluation of Thioridazine (Mellaril), a New Phenothiazine, SANDOZ 
in The Hospitalized Patient, A.M. & C.T. 7:364 (June) 1960 





Patients are happier when doctors choose Fleet’ Enema 


They are free of the visceral discomfort and 
prolonged embarrassment so often caused 
by older enema methods. The ready-to-use 
Fleet Enema squeeze bottle also does away 
with troublesome preparation and cleanup 
procedures. Insertion is made easy and safe 
You can order Fleet Enema with confidence for a variety 
of diagnostic and therapeutic purposes—even for 


100 cc. contains: 16 Gm, sodium biphosphate and 6 Gm. sodium phosphate in 
size, 2% floz. Also available: Fleet Oil 
Retention Enema, 4%4-fl.oz. ready-to-use unit containing Mineral Oil U.S.P. 


4%-fl.oz. squeeze bottle. Pediatric 


1. Rosenfield, H. H,, et al.: Obst. & Gynec, 11:222, 1958. 2. Hellman, L. D.: To be published. 


with the pre-lubricated, anatomically cor- 
rect 2-inch rectal tube. Most important — 
Fleet Enema provides a quick yet thorough 
cleansing action with only 41/2 fl.oz. of pre- 
cisely formulated, standardized solution.' 


patients on sodium-restricted regimens.2 Systemic 
absorption is negligible, 


Cc. B. FLEET CO., INC, 





FLEET ENEMA 


READY-TO-USE SQUEEZE BOTTLE 


LYNCHBURG, VIRGINIA 

































































Effective orally 
Musculotropic'—acts directly onthe 
arterial wall to increase blood flow 


Indicated in both occlusive and 
vasospastic disorders 

Increases walking tolerance 
Relieves pain in extremities 
Promotes healing of leg ulcers 
Restores color and warmth to 
extremities 


Literature and professional samples avail- 
able on request. 


1. Council on Drugs, New and Nonofficial Drugs, 
J.A.M.A. 170:1670 (Aug. 1) 1959. 


* Trademark 


Ives IVES-CAMERON COMPANY 
’ New York 16, N.Y. 


CASE HISTORY' 


White male, age 57. Ischemic ulcers 
on dorsum and second toe of left foot, 
arteriosclerotic heart disease with con- 
gestive failure, and pneumonitis. Gen- 
eral condition improved with bed rest, 
salt restriction, digitalis and diuretics. 
No improvement of ulcers despite 
conventional peripheral vasodilators. 
Amputation of foot was contemplated. 





With CYCLOSPASMOL, 200 mg. q.i.d., 
marked improvement in ulcer crater 
VuLiiMmel o) X-Xolmelata-Mel mel celal rohielamitciel— 
within 3. weeks. No effect on toe, 
which was amputated. Continued ther-. 
apy with CYCLOSPASMOL (and prophy- 
lactic antibiotic dressings) produced 
smooth healing. 





tReport and photographs courtesy 
ILM. Alpher, M.D., Washington, D.C. 


Healed ulcer area 18 months after initiation of therapy. 
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consider the person who provides the care. 


She may not know that these home nursing aids are available 


CHUX Disposable Underpads 
Large and Extra Large. Facilitate man- 
agement of fluids and fecal discharges 
while keeping bed linen clean and dry. 


PROFESSIONAL PRODUCTS DIVISION 


... mdrug departments everywhere, 


CHIX Adult Cloth Diapers CHIX Cleaners 

Completeprotectionforbothambu- Soft, disposable,fabric tis- 

latory and bedridden incontinents. | sue. Used wet or dry as an 
ointment applicator, wipe, 
or perineal cleaner. 


CHICOPEE MILLS, INC. 47 Worth Street, New York 13, N.Y. 


a Gohwronfohmon Company © CM INC., ‘59 


Send for free folder “Helpful Hints For Home Nursing” 








Clark treated 31 anginal patients who showed signs of anxiety, fear, excitement and other forms of emotional 
stress. On CARTRAX, all 31 fared better than they had on previous therapy... as judged both by subjective 
reports and by reduced nitroglycerin requirements.* 


CARTRAX combines PETN (for prolonged vasodilation) with ATARAX (the tranquilizer preferred for angina patients 
because of its safety and mild antiarrhythmic properties). Thus, CARTRAX helps you to cope with both com- 
ponents of angina pectoris—circulatory and emotional. 


For a better way to help your angina patients relax, prescribe CARTRAX. *Clark, T. E., in press. 


CARTRAX 


t ®it Dosage: Begin with 1 to 2 yellow CARTRAX ‘10” 

PETN +ATARA ptt (10 mg. PETN plus. 10 mg. ATARAX) 3 to 4 
daily. For dosage flexibility, CARTRAX ‘‘20” 

(pink) tablets (20 mg. PETN plus 10 ae ATARAX) may be utilized at a level of one tablet 
three to four times a day. The tablets should be administered before meals for optimal ew york 17, N. Y. 
response. For convenience, write ‘“‘CARTRAX 10” or “‘CARTRAX 20.” As with all nitrates, Division, Chas. Pfizer & Co., Inc. 
use with caution in glaucoma. Supplied: In bottles of 100. Prescription only. Science for the World’s Weil-Being™ 
T pentaerythritol tetranitrate TT brand of hydroxyzine : 
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for the 

geriatric patient 
measured calories 
for adequate 
nutrition 

with high satiety 

on 900 calories a day 
... Without appetite 


depressants 


ETRECALE 


METARY FOR WEIGHT CONTROL 





adequate nutrition 
Metrecal and Metrecal alone is the complete diet. 
The 900-calorie daily ration provides 70 Gm. of pro- ~ 


- tein, permitting the geriatric patient to remain in 


positive nitrogen balance. Vitamins and minerals are 
included to meet minimum daily requirements. 


a common problem in the elderly 

In later life, overweight “...from sheer overeating is 
a common and serious problem...[which] becomes 
increasingly detrimental with advancing age.”! The 
Metrecal program is particularly suitable for geriat- 
...diets as low 


. 


ric patients who frequently require ‘ 
as 800 calories daily....°* And when more liberal 
diets are permitted, the daily Metrecal ration may be 
increased, or Metrecal may be used in conjunction 
with other foods. 

clinical reports encouraging 

Metrecal has produced significant weight loss in sim- 


‘ ple overweight, as well as in overweight complicated 


by serious medical disorders common to elderly 
patients, such as arthritis, cardiovascular disease, 
diabetes, and gout.’ Typical results include average 
total per-patient losses of 642 pounds in a 12-day 
study,’ and 6.3 pounds during the first week of an- 
other study.° In each study*+5 the excellent patient 
cooperation noted was attributed to the high satiety 
of Metrecal, its palatability, good tolerance, and sim- 
plicity in use without calorie counting or menu plan- 
ning. 


And now for maximum convenience! 
new METRECAL LIQUID 

Each 8 fluid ounce can, a delicious, ready-to-drink 
225-calorie meal. Available in Chocolate, Vanilla. and 
Butterscotch flavors, 

references: (1) Stieglitz, E. J.: Geriatric Medicine: Medical 
Care of Later Maturity, ed. 3, Philadelphia, J. B. Lippincott 
Company, 1954; p. 34. (2) Sebrell, W. H., Jr., and Hundley, 
J. M., in Stieglitz, E. J.: op. cit., p. 188. (3) Antos, R. J.: The 
Use of a New Dietary Product (Metrecal) For Weight Reduc- 
tion, Southwestern Med. 40:695-697 (Nov.) 1959. (4) Tullis, 
I. FE: Initial Experience with a Simple Weight Control For- 
mula, to be published. (5) Roberts, H. J.: Effective Long- 
Term Weight Reduction— Experiences With Metrecal, 
to be published. 
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Symbol of service in medicine 
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Hisaliamaals 
blood pressure 
Swing 


Rautrax-N lowers high blood pressure gently, 
gradually... protects against sharp fluctuations 
in the normal pressure swing. Rautrax-N com- 
bines Raudixin, the cornerstone of antihyperten- 
sive therapy, with Naturetin, the new, safer 
diuretic-antihypertensive agent. The comple- 
mentary action of the components permits a 
lower dose of each thus reducing the incidence 
of side effects. The result: Maximum effective- 
ness, minimal dosage, enhanced safety. Rautrax-N 
also contains potassium chloride — for added 
protection against possible potassium depletion 
during maintenance therapy. 
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Supply: Rautrax-N — capsule-shaped tablets — 
50 mg. Raudixin, 4 mg. Naturetin, and 400 mg. 
potassium chloride. Rautrax-N Modified — cap- 
sule-shaped tablets—50 mg. Raudixin, 2 mg. 
Naturetin, and 400 mg. potassium chloride. For 
complete information write Squibb, 745 Fifth 
Avenue, New York 22, N. Y. 


Rautrax-N 


ndardized Whole Root Rauwolfia Serpentina (Raudixin) 
and Benzydroflumethiazide (*Naturetin) with Potassium Chloride 


rauoicin,® rautaax,® ano watunctin® ang SQuiBe TRADEMARKS. 


Squibb Quality=The 


Pricele: 
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NEW 3-DIMENSIONAL SUPPORT 
FOR OLDER 4& PATIENTS 





MOOD ELEVATION 
d-amphetamine 


COMPREHENSIVE APPROACH TO THREE BASIC PROBLEMS OF AGING 


A HELPS MAINTAIN NUTRITIONAL STATUS. Balanced nutritional support—26 vita- 
mins and minerals—helps correct or prevent common deficiencies due to poor intake 
and failing appetites. 


4 AIDS TISSUE TONE AND BONE METABOLISM. Androgen-estrogen supplement 
assists protein uptake and bone metabolism. Helps reduce or correct premature 
tissue atrophy, asthenia, osteoporosis. 


& RAISES ACTIVITY AND INTEREST LEVELS. Mild stimulation by d-amphetamine 
increases mental and physical activity—sustains alertness and dispels apathy, depres- 
sion and psychogenic fatigue. 





EACH DRY-FILLED CAPSULE CONTAINS: Ethinyl Estradiol 
0.01 mg. * Methyl Testosterone 2.5 mg. »* d-Amphetamine 
Sulfate 2.5 mg. « Vitamin A (Acetate) 5,000 U.S.P. Units « 
Vitamin D 500 U.S.P. Units « Vitamin Bie with AUTRINIC® 
Intrinsic Factor Concentrate 1/15 U.S.P. Unit (Oral) « 
Thiamine Mononitrate (Bi) 5 mg. « Riboflavin (Be) 5 mg. 
¢ Niacinamide 15 mg. « Pyridoxine HCl (Bc) 0.5 mg. « 
Calcium Pantothenate 5 mg. « Choline Bitartrate 25 mg. 
Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascorbate 






1 small caste @ 


GE 


6. morning 





50 mg. « I-Lysine Monohydrochloride 25 mg. « Vitamin E 
(Tocopherol Acid Succinate) 10 Int. Units »* Rutin 12.5 
mg. » Ferrous Fumarate (Elemental iron, 10 mg.) 30.4 mg. 
¢ lodine (as Kl) 0.1 mg. « Calcium (as CaHPOs) 35 mg. « 
Fluorine (as CaFe) 0.1 mg. « Copper (as CuO) 1 mg. « 
Phosphorus (as ag te 27 mg. « Fluorine (as CaF2) 0.1 mg. 
¢ Copper (as CuO) 1 mg. « Potassium (as KeSO4) 5 mg. « 
Manganese (as MnOz) 1 mg. « Zinc (as ZnO) 0.5 mg. « Mag- 
nesium (MgO) 1 mg. « Boron (as Na2Bs07.10H20) 0.1 mg. 

BOTTLES OF 100, 1000. 


RESTIN 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, N. a> 








For the aged, 
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can be a‘“life-threatening event” 


Routine immunization to influenza is recommended by the Public 
Health Service—especially in persons 65 years of age and older, and 
persons suffering from cardiovascular, pulmonary, renal, or metabolic 
disorders—because ‘‘the occurrence of influenza in these persons... is 
more likely to be a life-threatening event.’’ In preventing this disease, 
influenza vaccination has proven to be 60-75% effective.* 


Pitman- 
Moore’s 


INFLUENZA VIRUS VACCINE 


polyvalent, types A and B 


... meets all the requirements of the National Institutes of Health. 
It contains 500 CCA units/ml. of types A and B virus (including the 
Asian strain). ADMINISTRATION: Adult dose is 1 cc. subcutaneously 
followed by a second dose two or more months later. SUPPLIED: Pack- 
ages of 5 cc. vials. *References: 1. Influenza Fact Sheet: Public Health Service, 
U. S. Dept. of Health, Education, and Welfare, August 1, 1960. 2. Burney, L. E.: 
Correspondence, J.A.M.A. 174:438, 1960. 

Write for a reprint of the PHS “Influenza Fact Sheet” and a product brochure. 


PITMAN-MOORE COMPANY pivision oF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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Hard filled , Upjohn et up 5 hn a = 
capsules in | <alamazoo, Michiga 
bottles of 30. | 


4 mg. 








} ’ 3 : e 
Medrol . , ep Te 
lal ** 
Medules (ewe 


therapy 







pH-patterned 
slow release... 


not here 
at pH 1.2 


In the relatively acid 
medium of the fasting 
stomach, Medules are 
kept essentially intact by 
their special pH-sensitive 
coating (about 5% of 
Medrol content released 
in 2 hours at pH 1.2). 





but here 
at pH 7.5 


In the environment of the 
duodenum (at pH of 
approximately 7.5) 90% 
to 100% of the Medrol 
content is released 

within 4 hours. 





(**So smooth and pro- 
tracted that even among 
rheumatoid arthritis 
patients “morning stiffness 
howe: Wsucttmeet: Bleu lame) | 

these patients just doesn’t 
exist any more. They 

wake up comfortable.” 
Iuppa, N. V.: Curr. Therap. 
Res. 2:177 (June) 1960.) 
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safe and practical treatment 


of the postcoronary patient 


A basic characteristic of the postcoronary patient, 
whether or not cholesterol levels are elevated, is his 
inability to clear fat from his blood stream as rapidly 
as the normal subject.!? Figure #1 graphically illus- 
trates this difference in fat-clearing time by compar- 
ing atherosclerotic and normal subjects after a fat 
meal.3 


“Slow clearers” gradually accumulate an excess of 
fat in the blood stream over a period of years as 
each meal adds an additional burden to an already 
fat-laden serum. As shown in figure #2, the blood 
literally becomes saturated with large fat particles, 
presenting a dual hazard to the atherosclerotic 
patient: the long-term danger of deposition of these 
fats on the vessel walls,4 and the more immediate 
risk of high blood fat levels after a particularly 
heavy meal possibly precipitating acute coronary 
embarrassment.> 


In figure #3, the test tube at the left contains lipemic 
serum, while the one at the right contains clear, or 
normal serum. If serum examined after a 12-hour 
fasting period presents a milky appearance, this is 
a strong indication that the patient clears fat slowly 
and is a candidate for antilipemic therapy in an 
effort to check a potentially serious situation. 


‘Clarin’, which is heparin in the form of a sublingual 
tablet, has been demonstrated to clear lipemic 
serum.?;67 Furthermore, a two-year study using 
matched controls resulted in a statistically significant 
reduction of recurrent myocardial infarction in 130 
patients treated with ‘Clarin’.® 


‘Clarin’ therapy is simple and safe, requiring no clot- 
ting-time or prothrombin determinations. Complete 
literature is available to physicians upon request. 


References: 1. Anfinsen, C. B.: Symposium on Atherosclerosis, 
National Academy of Sciences, National Research Council Publication 
338, 1955, p. 218. 2. Berkowitz, D.; Likoff, W., and Spitzer, J.. J.: 
Clin. Res. 7:225 (Apr.) 1959. 3. Stutman, L. J., and George, M.: 
Clin. Res. 7:225 (Apr.) 1959. 4. Wilkinson, C. F., Jr.: Annals of Int. 
Med. 45:674 (Oct.) 1956. 5. Kuo, P. T., and Joyner, C. R., Jr.: 
J.A.M.A. 163:727 (March 2) 1957. 6. Fuller, H. L.: Angiology 9:311 
(Oct.) 1958. 7. Shaftel, H. E., and Selman, D.: Angiology 10:131 
(June) 1959. 8. Fuller, H. L.: Circulation 20:699 (Oct.) 1959. 


Clarin 


(sublingual heparin potassium, Leeming) 
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Atherosclerotic Subject 

















Fig. 3 














Indication: For the management of 
hyperlipemia associated with atheroscle- 
rosis, especially in the postcoronary 
patient. 


Dosage: After each meal, hold one tablet 
under the tongue until dissolved. 
Supplied: ‘Clarin’ is supplied in bottles 
of 50 pink, sublingual tablets, each con- 
taining 1500 I.U. of heparin potassium. 
*Registered trade mark. Patent applied for. 


Shes. Looming & Co, Sn 


New York 17, N.Y. 
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A new concept 












° Relieves itching and topical pain within minutes . . .“superior io any existing 
local anesthetic.’’! 


eNot a ‘caine’ or a ‘quinoline’. Virtually non-irritating, non-allergenic, non-toxic 
++. over a million uses without a single verified case of sensitization.* 
* The exclusive ACID MANTLE vehicle soothes sensitive skin, speeds healing and wards 


off recurrences by rebuilding the protective barrier of acidity that helps skin resist 
inflammation, irritation and infection. 










Available as Creme in 2,02. and 1 oz. tubes. WORLD LEADER IN DERMATOLOGICALS 
HE Sergel HCI (brand of lidocaine hydrochloride) in the exclusive ACID MANTLEt vehicle. DOME CHEMICALS INC. 
M. Astra Pharmaceutical Products, Inc. U.S. Pat. No. 2,441,498. +tReg. T.M. Dome Chemicals Inc. New York 


tawford, O. B.: Anesthesiology 14:278, 1953. 2. Wiedling, S.: Xylocaine, The Pharmacological Basis For its Clinical 


Ans Los Angeles 
mauist and Wiknell, 1959. 





Your Varieose Patients 


Help them to a more active and comfortable life with Kendrick 
designed elastic stockings. 

Kendrick has developed elastic stockings for the many types of 
varicosities, from the mildest to the most severe. Stockings are 
available in one and two-way stretch models, from sheer extra 
light to heavy weight end in proportioned lengths to the groin. 


And, all Kendrick stockings are knitted of live rubber to pro- 
vide the resilience necessary for proper vein support at all times. 
Your patients will get the exact elastic stockings required to help 
relieve their specific varicosities at your local Kendrick surgical 
supply dealer — an expert in fitting and recommending proper 
supports. 

Prescribe KENDRICK — over 100 years experience in manu- 
facturing Elastic Stockings and Elastic Supports fer all parts 
of the body. 


JAMES R. KENDRICK COMPANY, INC. 
Philadelphia 44, Pa. New York 16, N. Y. 


Kendrick 
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Ave! 


Sup 
Lite! 


THE FIRST MEDICATION FOR SIMULTANEOUS, OVER-ALL 
MANAGEMENT OF CHRONIC GOUT AND GOUTY ARTHRITIS 


combines 


Zoxazolamine’, 100 mg.: the most potent 
uricosuric agent available 1-3—yet exhibits minimal side 
effects.4 Promotes maximum excretion of urates...facil- 
itates resorption of tophi and prevents formation of new 
deposits. Relieves chronic joint pain and helps restore 
mobility. i 


0.5 mg.: the time-tested specific for gout 
—most effective in preventing acute attacks.1:56 


Acetaminophen, 300 mg.: the effective 
nonirritating analgesic? which relieves chronic aches 
and pains without interfering with uricosuric action.8:9 


Average Dose: One tablet three times a day after meals. 


Supplied: Scored, beige tablets, imprinted McNEIL, bottles of 50. 


Literature on method of administration and dosage is available upon 
request. 


superior agents in 1 tablet for more comprehensive treatment: 


References: 

(1) Boland, E. W.: World-Wide Abstracts 3:11, 
1960. (2) Talbott, J. H.: Arth. & Rheumat. 
2:182, 1959. (3) Burns, J. J.; Yui, T. F.; Berger, 
L., and Gutman, A. B.: Am. J. Med. 25:401, 
1958. (4) Kolodny, A. L.: J. Chron. Dis. 11:64, 
1960. (5) Beckman, H.: Pharmacology in Clin- 
ical Practice, Philadelphia, Saunders, 1952, 
pp. 515-516. (6) Talbott, J. H.: J. Bone & Joint 
Surg. 40-A:994, 1958. (7) Batterman, R. C., 
and Grossman, A.: J.A.M.A. 159:1619, 1955. 
(8) Connor, T. B.; Carey, T. N.; Davis, T., and 
Lovice, H.: J. Clin. Invest. 38:997, 1959. 
(9) Reed, E. B.: Unpublished data. 


U.S. Patent No. 2,890,985 343A60 


(McNEIE) McNEIL LABORATORIES, INC - PHILADELPHIA 32, PA. 








New, more effective analgesic 








stops tension 














For neuralgias, dysmenorrhea, upper respiratory dis- 
tress, and postsurgical conditions...new compound 
kills pain, stops tension, reduces fever— gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, 
totally different analgesic combination 
that contains three drugs. First, Soma: a 
new type of analgesic that has proved to 
be highly effective in relieving both pain 
and tension.” Second, phenacetin: a 
“standard” analgesic and antipyretic. 


NEW NONNARCOTIC ANALGESIC 


soma (jompound 


Third, caffeine: a safe, mild stimulant 
for elevation of mood. As a result, the 
patient gets more complete relief than he 
does with other analgesics. Soma Com- 
pound is nonnarcotic and nonaddicting. 
It reduces pain perception without im- 
pairing the natural defense reflexes.” 


Composition: 

Soma (carisoprodol), 200 mg.; 
phenacetin, 160 mg.; 

caffeine, 32 mg. 

Dosage: 1 or 2 tablets q.i.d. 
Supplied: Bottles of 50 
apricot-colored, scored tablets. 








soma (Jompound: codeine 


BOOSTS THE EFFECTIVENESS .OF CODEINE: Soma Com- 
pound boosts the effectiveness of codeine. Therefore, only 4 grain of 
codeine phosphate is supplied to relieve the more severe pain that 
usually requires VY grain. Composition: Same as Soma Compound plus % grain 
codeine phosphate. Dosage: 1 or 2 tablets q.i.d. Supplied: Bottles of 50 white, lozenge- 
shaped tablets; subject to Federal Narcotics Regulations. 








“References available on request. 


(i) WALLACE LABORATORIES + Cranbury, N. J. 
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The active principle of Dorbane 
reaches the colon through the cir- 
culation. It acts directly and 
selectively upon the intrinsic 
plexus of the colon. The small 
bowel is not affected. Within 6 to 
12 hours evacuation occurs with- 
out cramping or griping. Non- 
habituating. Each scored tablet 
of Dorbane contains 75 mg., and 
each teaspoonful of orange- 
flavored liquid contains 37.5 mg. 
of 1,8 dihydroxyanthraquinone. 
Suitable for patients of all ages. 


Dorbantyl combines the colonic 
stimulant action of Dorbane 
(25 mg.) with the stool-softening 
effect of dioctyl sodium sulfo- 
succinate (50 mg.), an inert and 
safe surface-wetting agent, in each 
orange-and-black capsule or tea- 
poonful of orange-pineapple- 
flavored suspension. 


Dorbanty] Forte offers double 
strength dosage of the Dorbantyl 
combination for greater conven- 
ience and economy for patients 
requiring extra potency. In 
orange-and-gray capsules only. 


Northridge, Coliform 
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the conservative therapy of choice 
for elderly hypertensives 


VERATRITE 


“Drug therapy of hypertension in elderly patients 
should be conservative and designed to moderate 
the diastolic pressure gradually, not normalize it 
suddenly.” Therefore, it is wise to use a moderately 
potent hypotensive drug, like cryptenamine, which 
also slows the pulse rate and allows more time for 
coronary blood flow during diastolic pauses. And, 
from the bradycardic effect or from more direct 
pharmacologic actions on the myocardium, it 
seems to have a tonic or digitalis-like action that 

































has been noted both experimentally and clinically. 
This is useful in the elderly hypertensive where 
you may not want to prescribe digitalis but want 
digitalis-like effects.* ; 


Based on the above criteria, Veratrite qualifies as 
ideal conservative therapy for elderly hypertensives. 
For it not only produces a gradual fall in blood 
pressure but also slows the pulse rate. And it im- 
proves circulation to vital organs, relieves dizziness 
and headache and also can induce a tonic effect 
that results in a sense of well being. Furthermore, 
Veratrite produces these effects with unusual safety 
and without annoying side effects. 


Each Veratrite tabule contains: 


Dosage: 1 or 2 tabules 
Cryptenamine (tannates) 7 C.S.R.¢ Units 
gr. 


t.i.d., preferably 2 hours 
itri after meals. 


Sodium nitrite y 
Phenobarbital Y% gr. 


° t Carotid Sinus Reflex 
Meiaber *Wilkins, R. W.: Postgrad. Med. 26:59, 1959. 


IRWIN, NEISLER & CO. ¢ Decatur, Illinois 











Ageing and Human Skill 

A. T. WELFORD, PH.D., 1958. New York: Oxford Uni- 
versity Press for the Nuffield Foundation. 300 pages. 
INustrated. $4.00. 

This report is centered on ten years of work 
(1946 to 1956, the total life of the organiza- 
tion) by the Nuffield Unit for Research into 
Problems of Ageing, attached to the Psycho- 
logical Laboratory of Cambridge University. 

An important feature of the studies under- 
taken by the Nuffield Unit was the attempt 
to examine, cross-sectionally, the changes in 
performance from young adulthood through 
middle-age to the 60s and 70s. Thus the 
picture of performance capacity in old age is 
presented and analyzed in reference to the 
processes of aging. This approach has several 
consequences, important both theoretically 
and from the practical point of view. The 
time of onset and the rate of aged changes 
in different facets of occupational fitness are 
relevant in regard to such practical remedi- 
al measures as modification of work tasks, 
job reassignment or retraining, and their 
timing. 

Two of the general conclusions, supported 
by rich documentary material gathered by 
the personnel of the Nuffield Unit, simply 
confirm and amplify the older observations 
that, with increasing age, (1) there is a 
slowing of performance, manifested in sen- 
sorimotor tasks but also in perception, prob- 
lem-solving, and other tasks in which the 
“mental” rather than the “motor” compo- 
nent represents the factor limiting perform- 
ance, and (2) interindividual variability in- 
creases. This indicates, typically but not al- 
ways, that, while the performance of some 
individuals deteriorates substantially, there 
are others who pretty much hold their own. 

The third conclusion is both more novel 
and important: the age changes in perform- 
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All books intended for review 

and all correspondence relating to 
this department should be sent 

to Book Editor, GERIATRICS, 

84 South Tenth Street, 
Minneapolis 3, Minnesota. 


ance tend commonly to become dispropor- 
tionately greater as the difficulty of the task 
rises. 

Quantitative observations on age changes 
in behavior have been made prior to the 
time when the Nuffield Unit was _ estab- 
lished, of course. The principal merit of the 
unit’s researches, and the merit of this re- 
port, is not so much in enlarging the scope 
of gerontologic investigations—although this 
is important—as in the endeavor to go be- 
yond the surface of readily observable facts 
and their tabular or graphic presentation 
and to inquire into the nature and the 
causes of the age changes in performance. 

Some of the changes are accounted for by 
the impairment of the peripheral organs of 
sensory and motor action, such as reduced 
clarity of seeing or a shaky hand. However, 
the author is convinced that the most im- 
portant alterations take place in the central 
mechanisms. 

Two types of central effects of advancing 
age are recognized. Using the human-engi- 
neering terminology, Welford speaks of “‘the 
lowering of the ‘capacity’ of the organism’s 
‘information channel,’ due either to a reduc- 
tion in the strength of the signals from one 
part of the mechanism to the next, or to an 
increase in the amount of random nervous 
activity (i.e. ‘noise’), or to both. The reduc- 
tion of ‘signal to noise’ ratio implied by 
these changes results in a need for stronger 
signals or for integration of data over a long- 
er time before it can become a sufficient 
basis for action. This applies not only to 
signals coming from the sense organs to the 
brain, but to the many stages of signalling 
within the brain itself” (page 284). 

The second major effect concerns the re- 
duced quantity of data that can be held in 
(Continued on page 58A) 
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KEY 10 
“WINTER ITCH” 

RELIEF 








Since the introduction of 

Aveeno Oilated for treatment of 
“Winter Itch” and other dry skin 
problems, it has attracted highly 
favorable notice.1~-4 










A tepid Aveeno Oilated bath accomplishes: 
° Relief of pruritus 
¢ Alleviation of inflammation 
© Hydration of the skin 
© Improved skin flexibility and softness 








Relief is often unusually rapid 

and lasting. The skin becomes less 
prone to fissuring; the itch-scratch 
cycle is stopped; and excoriations 
are minimized. 








available in 10 oz. cans 


Excellent for 


WINTER ITCH e SENILE PRURITUS 
DRY SKIN DERMATITIS ¢ BATH ITCH 








AVEENO 
Oilated 














IMPORTANT for Colloidal 


There is a vast . —Taared i it-T al Baths 


difference between 
“bath oils” and 

Aveeno Oilated Baths. 
The full therapeutic 
benefits of this agent 
cannot « sore cate by 
ly adding a 

“bath oil ry the water. 





References: 1. Franks, A. G.: Am, Pract. & Digest. Nai 9:1998, 1958. 2. O’Brasky, L.: Conn. Med, 23: 20, 1959. 
3. Dick, L. A.: Arch. Pediatrics 75: :506, 1958. 4. Smith, G. C.: J. South Carolina M.A. 54:8, 1958. 






Aveeno Corporation 250 West 57th Street New York 19, N. Y. 
Pioneers in Ethically Promoted Colloid Baths 
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for every phase of cough... 
comprehensive relief 


AMBENYL EXPECTORANT 


AMBENYL EXPECTORANT quickly comforts the 
coughing patient because it is formulated to 
relieve all phases of cough due to upper 
respiratory infections or allergies. Combining 
Ambodryl®—potent antihistaminic; Benadryl®— 
the time-tested antihistaminic-antispasmodic; 
and three well-recognized antitussive agents, 
AMBENYL EXPECTORANT: 

soothes irritation - quiets the cough reflex 
-decongests nasal mucosa - facilitates expec- 
toration - decreases bronchial spasm + and 
tastes good, too. 


Each fluidounce of AMBENYL EXPECTORANT © contains: 
Ambodryl® hydrochloride 
(bromodiphenhydramine hydrochloride, Parke-Davis) 
Benadryl® hydrochloride 56 mg. 
(diphenhydramine hydrochloride, Parke-Davis) 
Dihydrocodeinone bitartrate 
Ammonium chloride 
Potassium guaiacolsulfonate 
Menthol 
Alcohol 


Supplied: Bottles of 16 ounces and 1 gallon. 


Dosage: Every three or four hours—adults, 1 to 2 tea- 
spoonfuls; children ¥2 to 1 teaspoonful. 27160 


@ Exempt narcotic 





PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


| PARKE-DAVIS 
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(‘lessened 
short-term storage’), ob- 
served changes in learning and problem- 


mind and used simultaneously 
accounting for 
solving. 

These limitations are especially apt to be- 
come serious at times when peak demands 
for example, in paced 


’ 


lead to ‘overloading, 
tasks and in complex problem-solving situa- 
tions. It is noted, at the same time, that 
older people retain and make good use of 
the ability to compensate for organic changes 
which would otherwise tend to severely im- 
pair their performance. 

There would be little disagreement with 
the thesis that the work of the Nuffield Unit 
constitutes a highly significant advance in 
field of 
changes in skilled performance. It represents 
also one of the best examples of recent ger- 
ontologic studies in general. The unit’s re- 
search staff, totalling, over the decade of its 


the narrower researches on age 


existence, more than 20 individuals, should 
be well pleased with Dr. Welford’s compe- 
tent, forward-looking synthesis and_ inter- 
pretation of the findings. 

One of the significant practical conclusions 
is embodied in the suggestion that, fre- 
quently, comparatively small changes in the 
work task would keep it within the capaci- 
ties of the older worker. This approach is 
regarded as preferable to the moving of the 
older individuals to new and supposedly 
“easier” jobs. 

JOSEF BROZEK, PH.D. 
Bethlehem, Pennsylvania 


The Aging Population of Wellington 
County 


VERNON S. STEVENS, 1959. Guelph, Ontario: De- 
partment of Agricultural Economics, Ontario Agri- 
cultural College. 110 pages. 


This brochure describes the technics used 
and the results obtained in surveying the 
aging population of Wellington County, On- 


tario. This appears to be the first survey 
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emphasizing rural aged in Canada and con- 
sequently was planned to cover many areas, 
including residence, education, health, and 
social outlook. An attempt was made to sam- 
ple 100 people, each over the age of 65, in 
homes for the aged and in rural (farm) and 
urban (nonfarm) communities, and the final 
sampling was 111, 122, and 113 people, re- 
spectively. Some differences in various as- 
pects of the physical situation and attitudes 
were noted among the 3 groups studied. 
The most notable of the conclusions points 
out that mass planning for the aged ignores 
the wide variance in personalities of the 
aging, regardless of place of residence. 
JEROME KAPLAN 
Mansfield, Ohio 


Symposium on Glaucoma 
WILLIAM B. CLARK, M.D., editor, 1959. St. Louis: C. 
V. Mosby Co. 310 pages. Illustrated. $13.50. 
“Symposium on Glaucoma,” which records 
the proceedings of the Sixth Annual Session 
of the New Orleans Academy, held in 1957, 
contains a wealth of sound and practical in- 
formation on glaucoma; it will serve as an 
ideal reference work on the subject for the 
nonophthalmic practitioner and will be 
read avidly throughout by ophthalmologists. 

Seven authorities discuss glaucoma from 
many points of view. There are chapters on 
histology and pathology by Dvorak-Theo- 
bald and by Zimmerman. Theobald ascribes 
the pathogenesis of simple or open-angle 
glaucoma to a senile hypertrophy of sclera 
and trabeculum, which advances with age, 
making medical control more difficult. 

Much sound and original thought is fea- 
tured in 3 chapters by Swan on surgical 
anatomy, modifications of operative tech- 
nics, and miotic therapy. 

W. Morton Grant, who introduced tonog- 
raphy as a practical clinical method of ex- 
amination, gives a valuable and modest ap- 
praisal of its present place in the diagnosis 
and management of glaucoma. 

Becker, who first reported the value of 
Diamox in the treatment of glaucoma, and 
who has made many other important con- 
(Continued on page 62A) 
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for improved 
geriatric 
appetite 


5-fold 
ORAL B,, 
absorption 


Ion-exchange B,2 provides unique superiority over 
previous oral forms of the vitamin. Present in 
Cynal as L. B.®12, ion-exchange B. protects 
against gastric destruction and provides up to 5 
times the usual oral absorption. 

With vitamin B.: therapy, beneficial effects on 
appetite and well-being have been observed in 
patients showing marked deficiency. In the aged, 
deficiencies of Bi are common! and have been 
rapidly corrected! with ion-exchange B,. therapy. 

Cynal provides not only generous amounts of 
By but also B, and Bs as valuable adjuncts to 
absorption.” 


EACH “CHERRO-CHEW” TABLET CONTAINS: 
Thiamine mononitrate (vitamin B,) . . 10mg. 
Vitamin B,, (as L. B.®12*) . . . . . 25meg. 


Pyridoxine hydrochloride (vitamin B,). . 5 mg. 


*Lloyd’s absorption-enhancing complex of vitamin Bia 
(By2 from Cobalamin Concentrate). 


DOSE: One tablet per day. 
SUPPLIED: Bottles of 50 “Cherro-Chew” tablets. 


REFERENCES: 1. Chow, B. F.: Gerontologia 2:213-221, 1958. 2. 
Chow, B. F., et al.: Am. J. Clin. Nutrition 6:386, 1958. 
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ico-Metrazol 


the safe ergogenic agent 
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Whenever non-specific fatigue indicates the need for safe cerebral stimulation, 
Nico-Metrazo! deserves a therapeutic trial. The gentle activation of the central nervous 
system and the increased rate of cerebral blood flow effected by Metrazol®, combined 
with increased peripheral blood flow induced by nicotinic acid, provide a “physiologic 
spark-plug” for renewed mental and physical vitality. Fatigue and listlessness are 
frequently replaced by a resurgence of energy and alertness. Chronically apathetic 
geriatric patients often show significant improvement on Nico-Metrazol therapy. 


Outstanding Safety: Nico-Metrazol is markedly free of undesirable systemic action. 
It causes neither hypertension nor postural hypotension. Nico-Metrazol has no adverse 
effect on liver or bone marrow functions. The vasodilating action of nicotinic acid 
produces a transient flush and is accompanied by a feeling of warmth and stimulation. 


Dosage: Initially, 2 Nico-Metrazol Tablets, or 2 teaspoonfuls of Nico-Metrazol Elixir, three or four 
times daily. For maintenance, after optimal results have been achieved, dosage may be reduced to 
1 Nico-Metrazol Tablet or 1 teaspoonful of Nico-Metrazol Elixir three times daily. 


Supply: Nico-Metrazol Tablets and Elixir—100 mg. Metrazol and 50 mg. nicotinic acid in each 
tablet or teaspoonful. 









For information on Vita-Metrazol and Metrazot dosage forms, consult your current Physicians’ Desk Reference. 


KNOLL PHARMACEUTICAL COMPANY =» oranceE, NEW JERSEY 
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Now...the only 
Nystatin combination with 
extra-active DECLOMYCIN® 


Demethylichlortetracycline 
with extra broad-spectrum benefits:— action at lower 
milligram intake... broad-range action... sustained 
peak activity ...extra-day security against resur- 

gence of primary infection or secondary invasion. 


ECLOSTATIN 


Demethylchlortetracycline and Nystatin LEDERLE 
















CAPSULES, 150 mg. DECLOMYCIN Demethylchlortetracycline HCl 
and 250,000 units Nystatin. 
DOSAGE: average adult, 1 capsule four times daily. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, p> 
Pearl River, New York 
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tributions, skillfully and simply summarizes 
current thinking on several phases of the 
field in chapters entitled “Aqueous Produc- 
tion and Flow—Biochemistry,” ‘Provocative 
Tests and Their Effect on Tonography,” 
and “Diamox and Other Inhibitors of Aque- 
ou: Secretion.” 

Gonioscopy and the surgical treatment of 
simple, chronic, wide-angle glaucoma are 
skillfully treated by Scheie. Haas writes on 
the surgical treatment of angle-closure glau- 
coma and does much to clarify the indica- 
tions for peripheral iridectomy as opposed 
to more traumatizing procedures. 

The most interesting and probably also 
the most valuable part of this volume, as 
with previously published symposia from 
the New Orleans Academy, will be found in 
the round-table discussions, which are 
grouped together in a final chapter and 
make up almost one-quarter of the book. 

The 22 well-illustrated chapters have been 
admirably compiled by editor William B. 
Clark, who has done a great service by pub- 
lishing in one volume such a comprehensive 
summary of current thought and knowledge 
on glaucoma. 

JOHN C. LOCKE, M.D. 
Montreal, Canada 


Modern Dermatologic Therapy 

THOMAS H. STERNBERG, M.D., and VICTOR D. 
NEWCOMER, M.D., 1959. New York: McGraw-Hill. 
520 pages. Illustrated. $10.00. 

Modern Dermatologic Therapy carries out a 
plan that has gained recent acceptance and, 
in the reviewer’s opinion, represents an ex- 
cellent method for presenting up-to-date 
material. The 22 contributors add a separate 
portion to the text, and presumably they 
contribute the portions with which they are 
most familiar. Each section is presented in 
lecture form and makes easy, well-organized 
reading. 


62A 








The book itself contains a total of 520 
information-filled pages, with only an occa- 
sional illustration. Since this is a textbook 
of therapy rather than of diagnosis, one can 
understand the sparsity of illustration. 
There is a great deal of information for 
both dermatologist and general practitioner. 
The dermatologist will probably derive 
more information from the portions dealing 
with systemic diseases and systemic manifes- 
tations of skin diseases than from the chap- 
ters dealing with familiar dermatoses. How- 
ever, sections dealing with the more familiar 
dermatoses represent, at least in a measure, 
a review of the all-time therapy with occa- 
sional additions of newer therapeutic agents. 
I. FISHER, M.D. 
Minneapolis 


New Books Received 





Books and publications received will be listed 
here periodically. Those of special interest to 
our readers will be reviewed as space permits. 


Biochemistry of Human Genetics. G. E. W. WOL- 
STENHOLME, M.A., M.B. and CECILIA M. O’CON- 
NER, B. Sc., Editors, 1960. Boston: Little, Brown & 
Co. 328 pages. Illustrated. $9.50. 


Classics of Medicine and Surgery. Collected by C. N. 
B. CAMAC, 1960. New York: Dover Publications, 
Inc. 435 pages. $2.25. 


Current Approaches to Psychoanalysis. PAUL H. 
HOCH, M.D. and JOSEPH ZUBIN, Ph.D., Editors, 
1960. New York: Grune & Stratton, Inc. 191 pages. 
$6.50. 


Experiments and Observations on the Gastric Juice. 
WILLIAM BEAUMONT, M.D., 1960. New York: 
Dover Publications, Inc. 274 pages. $1.50. 


From Fish to Philosopher. HOMER W. SMITH, 1959. 
Boston: Little, Brown & Co. 291 pages. Iilustrated. 


Health Physics Instrumentation. JOHN S. HAND- 
LOSER, 1960. New York: Pergamon Press. 177 pages. 
$6.50. 


Hunza Land. ALLEN E. BANIK and RENEE TAYLOR, 
1959. Long Beach, Calif.: Whitehorn Publishing Co. 
239 pages. Illustrated. $4.95. 


The Johnson Recording Oscillometer. CARL A. JOHN- 
SON, M.D., 1959. New York: Pergamon Press, Inc. 
112 pages. Illustrated. $5.00. 


Report of a Work Conference on Nursing in Long- 
Term Chronic Disease and Aging. FRANCES REITER 
KREUTER, Director. New York: National League for 
Nursing. $1.00. 

Resuscitation of the Unconscious Victim. PETER 
SAFAR, M.D., and MARTIN C. MC MAHON, 1959. 
Springfield, Ill.: Charles C Thomas. 79 pages. Il- 
lustrated. $1.75. 
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Proved by a Decade of Experience 
Confirmed by 1700 Published Reports 
Attested by World-Wide Usage 
























Gastro-intestinal 
disorders? 








CONSIDER CITRUS PECTIN AND DERIVATIVES: Pectin N.E, Pectin Cellulose 
Complex, Polygalacturonic and Galacturonic Acids 





Diarrheas, dysenteries— many other intestinal disorders—respond quickly and 
favorably to pharmaceutical specialties whose key ingredient is an adequate 


dosage of citrus pectin or a derivative. 





Sunkist® Pectin N.F. provides a dependable therapeutic dosage of galacturonic 
acid—the recognized detoxicating factor. Specialty formulations of leading 


pharmaceutical manufacturers contain this product of Sunkist Growers. 


Literature and bibliography is available. Address: Sunkist Growers, Pharma- 
ceutical Products, 720 East Sunkist Street, Ontario, Calif. 





Sunkist Growers 


PHARMACEUTICAL DIVISION * ONTARIO, CALIFORNIA 
















She calls it ‘‘nervous indigestion’ 


diagnosis: a wrought-up patient with a functional gastro- 
intestinal disorder compounded by inadequate digestion. 
treatment: reassurance first, then medication to relieve the 
gastric symptoms, calm the emotions, and enhance the di- 
gestive process. prescription: new Donnazyme—providing the 
multiple actions of widely accepted Donnatal® and Ento- 
zyme®—two tablets t.i.d., or as necessary. 





Each Donnazyme tablet contains 

—In the gastric-soluble outer layer: Hyoscyamine sulfate, 
0.0518 mg.; Atropine sulfate, 0.0097 mg.; Hyoscine hydro- 
bromide, 0.0033 mg.; Phenobarbital (4% gr.), 8.1 mg.; and 
Pepsin, N. F., 150 mg. In the enteric-coated core: Pancreatin, 
N. F., 300 mg., and Bile salts, 150 mg. 


antispasmodic « sedative «+ digestant 


A. H. ROBINS COMPANY, INCORPORATED « RICHMOND 20, VIRGINIA 





this time... 
AGU UOAD 

the anxiety and 
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Ataraxoid 


prednisolone-hydroxyzine HCl 


corticosteroid-ataractic 
combination for superior 
control in 


rheumatoid 
arthritis 


Science 
for the world’s 
well-being 


PFIZER LABORATORIES 
Division, Chas. Pfizer ¢ Co., Inc. 
Brooklyn 6, New York 











Ataraxoid° 
IN BRIEF 


ATARAXOID combines the tension-relieving effects of 
hydroxyzine with the anti-inflammatory action of 
prednisolone, a well-established corticosteroid, for 
superior control without unexpected side effects. 


INDICATIONS: Rheumatoid arthritis; collagen dis- 
eases and related conditions; other musculoskeletal 
disorders (myositis, fibrositis, bursitis, etc.) ; aller- 
gic states, including chronic bronchial asthma and 
severe hay fever; and allergic/inflammatory diseases 
of the skin and eyes. 


ADMINISTRATION AND DOSAGE: ATARAXOID dosage 
varies with individual response. Clinical experi- 
ence suggests the following daily dosage: Initial 
therapy—4-6 ATARAXOIW 5.0 Tablets. Maintenance 
—1-4 aTaRAxoID 5.0 Tablets or 2-8 ATARAXOID 2.5 
Tablets. After initial suppressive therapy, gradual 
reduction of prednisolone dosage should begin and 
continue until the smallest effective dose is reached. 
Prescribe in divided doses, after meals and at 
bedtime. 


SIDE EFFECTS: Prednisolone may produce all of the 
side effects common to other corticosteroids. As 
with other corticosteroids, insomnia, mild hirsut- 
ism, moonface, and sodium retention have 
occurred. Osteoporosis may develop after long- 
term corticosteroid therapy. 


PRECAUTIONS AND CONTRAINDICATIONS: Usual corti- 
costeroid precautions should be observed. Incidence 
of peptic ulcer may increase on long-term predniso- 
lone therapy. However, therapy has often been 
maintained for long periods without adverse effects. 
Contraindicated in infectious disease including 
active tuberculosis (except under close supervi- 
sion) , peptic ulcer, certain infections of the cornea, 
such as dendritic keratitis, superficial punctate 
keratitis, epidemic keratoconjunctivitis, and in 
patients with emotional instability. Caution is indi- 
cated in the treatment of patients with severe car- 
diovascular disease, and in some cases sodium 
restriction and potassium supplementation must 
be considered. 


SUPPLIED: As green, scored ATARAXOID 5.0 Tablets, 
containing 5 mg. prednisolone and 10 mg. hydroxy- 
zine hydrochloride and blue, scored ATARAXOID 
2.5 Tablets containing 2.5 mg. prednisolone and 
10 mg. hydroxyzine hydrochloride. 


More detailed professional information available 
on request. 
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MORRIS PLAINS, NJ 





CANDIDATE 
STRANGLED WITH AIR 


in respiratory distress 


CHOLEDYL 


brand of oxtriphylline 





betters breathing . . . decreases 
wheezing in chronic bronchitis, 
chronicasthma and emphysema 


Choledyl, the choline salt of theo- 
phylline, produces up to 75% higher 
theophylline blood levels than does 
oral aminophylline, without gastric 
upset. The superior specific bron- 
chodilator, Choledy] is basic for pro- 
phylaxis or treatment of dyspnea... 
has no sedative or sympathomimetic 
effects...reduces incidence and 
severity of acute attacks ...decreases 
need for secondary medication... re- 
tains effectiveness during long-term 
administration. Usual dose: 200 mg. 
q.i.d. Supplied as 200 mg. tablets 
(yellow), bottles of 100. eros 











High-concentration topical salicylate-menthol therapy 
(BEN-GAY) offers safe, penetrating relief of painful 
joints and muscles resulting from overexertion. 





New, objective evidence: 


A double-blind study! has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BEN-GAY® (BAUME BENGUE), a high- 
concentration salicylate-menthol 
compound. 


The local and systemic effects of 
BEN-Gay were evaluated by entirely 
objective methods in 211 subjects of 
both sexes suffering from various 
types of chronic arthritis, bursitis, 
neuralgia, myalgia and lumbago. 
Changes in range of joint motion 
were determined by goniometer and 
by flexion. Topical application of 
BeENn-GAy measurably improved artic- 
ular function in 94% when physical 
therapy was also used, and in 61% 
without adjunctive treatment. Effi- 
cient absorption of salicylate through 
the skin was indicated by an average 
urinary excretion of 15 mg. in 24 
hours. No ill effects were reported 
or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


Menthol-induced hyperemia plus high local concen- 
tration of salicylate has been recently rediscovered 
as one of the safest and most promptly effective 
remedies for rheumatoid discomfort due to exposure, 





This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BEN-Gay, one of the 
safest and most reliable formulae at 
the physician’s disposal. BEN-Gay is 
available in two strengths, Regular and 
Children’s. THos. LEEMING & Co., INC., 
155 East 44th St., New York 17, N.Y. 
1Brusch, C.A., et al.: Md. State Med. J.; 5:36, 1956. 
More efficient salicylate penetra- 
tion of treated area and quicker 
| relief of pain is now made pos- 
sible by the water-washable 
GREASELESS-STAINLESS BEN-GAY. 


| 
| 
Dn es se eS EE 





me, 
iba ate ecccacreil 











How quietly but surely twilight comes. So it is with Placidyl’s 


gentle non-barbiturate sedation. Placidyl persuades, never 


insists. Its action is prompt, yet certain as dawn...a dawn 
unmarred by hangover. To the restive, give 


ABBOTT 


the magic of restfulness. Give Placidyl. 





Oassorr LABORATORIES, NORTH CHICAGO, ILLINOIS 010051 


- Placidyl® nudges your patient to sleep 


(Ethchlorvynol, Abbott) eeeoeceeee 





Geriactive with Gerilets’ 


Geriatric Supportive Formula, Abbott 


~ 2 


—_~ “ “A 


A FULL RANGE OF DIETARY AND THERAPEUTIC SU 


B-Complex Vitamins 

Thiamine Mononitrate 5 mg. 
Riboflavin . Smeg. 
Pyridoxine Hydrochloride. 1 mg. 
Nicotinamide 20 mg. 
Calcium Pantothenate 5 mg. 
Oil Soluble Vitamins 

Vitamin A.. 1.5 mg. (5000 units) 
Vitamin D. 12.5 mcg. (500 units) 
Vitamin E.. 10 Int. units 


FILMTAB——FILM-SEALED TABLETS, ABB U.S. PAT. NO 


FILMTAB® 


3 ay 


Hematopoietic Factors 

Vitamin B,2 with Intrinsic Factor 
Concentrate, 2 U.S.P. Unit (oral) 
Ferrous Sulfate, U.S.P... 75 mg. 
(Elemental lron—15 mg.) 


FOUC ACG ........:.. 
Capillary Stability 
Ascorbic Acid..... 


Quertine® 
(Quercetin, Abbott) 


... 0.25 mg. 


oouee SORTA. 


>, 881,085 


- ABBOTT 


Se 


PPORT FOR OLDER PATIENTS 


Lipotropic Factors 

Betaine Hydrochloride... 50 mg. 
Inositol 

Anti-Depressant 

DESOXUN? ..6.s.o6 stance Se 
(Methamphetamine Hydrochloride, Abbott) 
Hormones 


SulestVex. ..3:......5...5 OSI 
(Piperazine Estrone Sulfate, Abbott) 


Methyltestosterone 


STREAMLINED INTO THE SMALLEST TABLET «jg OF ITS KIND 








: He ought to *» ’ 
i take Romilar CF. :* 
:I haven’t coughed : 





in 2000 years. * 











ROMILAR CF will stop that cough by prompt, specific control of the cough reflex 
-without narcotic hazards or complications. Relief begins within 15 to 30 minutes, 
lasts for as long as six hours. ROMILAR CF treats the entire cough and cold complex 
“nasal and bronchial congestion, allergic manifestations, fever, headache and 
myalgia, as well as cough. Romilar® Hydrobromide- brand of dextromethorphan hydrobromide, 


Non-narcotic. No prescription required. Syrup now available in new 3-oz bottle size. Capsules in bottles of 100. 


ROMILAR CF 


for maximum cough relief 


ROCHE LABORATORIES * Division of Hoffmann-La Roche Inc, 


Blood pressure that goes up with stress 
often comes down with SERPASIL 


One reason that many cases of hypertension 
respond to Serpasil is that many cases are as- 
sociated with stress. Stress situations produce 
stimuli which pass through the sympathetic 
nerves, constricting blood vessels, and increas- 
ing heart rate. Hyperactivity of the sympathetic 
nervous system may elevate blood pressure; if 
prolonged, this may produce frank hyperten- 
sion. By blocking the flow of excessive stimuli 
to the sympathetic nervous system, Serpasil 
guards against stress-induced vasoconstriction, 
brings blood pressure down slowly and gently. 


(reserpine ciBa) 
In mild to moderate hypertension, Serpasil is 
basic therapy, effective alone ‘‘...in about 70 
per cent of cases..."’* 
In severe hypertension, Serpasil is valuable as 
a primer. By adjusting the patient to the physio- 
logic setting of lower pressure, it smooths the 
way for more potent antihypertensives. 
In all grades of hypertension, Serpasil may be 
used as a background agent. By permitting 
lower dosage of more potent antihypertensives, 


Serpasil minimizes the incidence and severity 7 


of their side effects. 


*Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M. A. 51:417 (Dec.) 1955. feesome 
Complete information available on request. 








-ANTACID THERAPY 


for bedridden as well as ambulant patients 


Pleasant Tasting 


(tralac 


milk-like action... 





no constipation or laxation... 
no interference with gastrointestinal absorption... 


WHENEVER an ANTACID 
is indicated: 


e Peptic ulcer (gastric and duodenal) 


e@ Heartburn due to dietary or alcoholic 
indiscretions, pregnancy 








e Gastric hyperacidity associated with 
acute, subacute, and chronic gastritis 


e@ Drug-induced gastric hyperacidity re- 
sulting from administration of salicyl- 
ates, corticosteroids, reserpine, etc. 


| for on-the-go convenience for relief in a teaspoonful 


shin asia Ua 6 prvdemninis facies 
~ Titralac e, | Titralac 2 Titralac-SP 
TAB LETS LIQUID i Titralac plus homatropine 


Pro ‘ methylbromide, for acute 
2 na prolonged action Just one teaspoonful—not phases or when spasm con- 
Sa eth dé » anytime. ounces or tablespoonfuls. tributes to symptom pic- 
wed poe eliciously fla- Fresh minty flavor appeals ture. Same delicious taste as 
ok di rel may be chew- to the most finicky palate. Titralac tablets and liquid. 
itd diseae Availability: White, mint-flavored Availability: Pink, mint-favored 
seg with water. id, each teaspoonful (5 cc.) tablets, each containing Titralac 
Availability: White, mint-flavored containing glycine 0.30 Gm. and formula plus 0.5 mg. homatro 
tablets, each containing glycine calcium nate 0.70 Gm. In methylbromide, bottles of 1! 
0.18 Gm. and calcium carbonate bottles of 8 fl. oz. 
_ 042 Gm. In bottles of 100. 

















Medical and nutrition experts are concerned 









because the teen-age, elderly, and obese individu- 
als are consuming too many empty calories. 
When a moderate reduction of dietary fat is 
indicated, breakfast cereal calories merit consid- 
eration because they provide low-fat content and 





nutritive value of breakfast cereals 


(based on composite average) 





breakfast cereal calories 
are full of good nutrition 
and are low in fat 






are full of good nutrition as shown in the table 


below. Whole grain, enriched, and restored break- 


fast cereals, hot or ready to eat, considered as a 


group contribute protein, important B vitamins, 


and essential minerals in addition to the carbo- 


hydrates needed for quick energy. 


CALORIES.. 


PROTEIN. ...... ; 


Cereat Institute, Inc.: The Nutritional Contribution of Breakfast Cereals, Chicago: Cereal Institute, Inc., 1956. 


cereal, 1 oz. dry weight basis 

















CEREAL INSTITUTE, INC. - 135 South LaSalle Street, Chicago 3 
A research and educational endeavor devoted to the betterment of national nutrition 
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Alertonic: = 


here’s why: Each day’s dose of Alertonic (3 tablespoonfuls) contains: 


table 

ronk- a mild psychic stimulant: Meratran (pipradrol) Hydrochloride, 2 mg. 

asa abundant vitamins & minerals: Vitamin B: (Thiamine Hydrochloride), 

mins, 10 mg.; Vitamin Bz (Riboflavin) ,5 mg.; Vitamin Be (Pyridoxine Hydrochloride), 
b 1 mg.; Niacinamide, 50 mg.; Choline, 100 mg.; Inositol, 100 mg.; Iodine (as 

arbo- 


Potassium Iodide), 1 mg.; Calcium Glycerophosphate, 100 mg. and one milligram 
of each of the following: cobalt, manganese, magnesium, zinc, molybdenum. 


in a rich 15% alcohol base 





Dosage: One tablespoonful t.i.d. 30 minutes before meals. 
Supplied: Pint bottles, on & only. 


To date more than 30 million doses have been prescribed. 


THE WM. S. MERRELL COMPANY 
CINCINNATI, OHIO * ST. THOMAS, ONTARIO 





TRADEMARKS: ALERTONIC®, MERATRAN® 






FOR ANGINA 


Nitroglycerin is the drug of 
choice for the ACUTE ATTACK 


RDILATE’ 


may well be chosen for 
PROLONGED PROPHYLAXIS 















“...the magnitude of the response to 15 mg. [‘Cardilate’] was 
comparable to that following nitroglycerin. ...The comparatively 


CLINICAL 
OPINION 





prolonged duration of action of erythrol tetranitrate when given 


sublingually makes it especially valuable for clinical use.” 


Ge “Nitroglycerin and erythrol tetranitrate when administered sub- 
CLINICAL 
OPINION , 


lingually are among the most potent of all prophylactic agents 


available for the treatment of patients with angina pectoris.” 


CLINICAL ? ; “Erythrol tetranitrate exhibits an inherent long-acting vasodilat- 
OPINION . ing effect. Therefore it is the drug of choice in angina pectoris.” 








‘CARDILATE?’:..:4 calation 1722 Gan) 158 


Erythrol Tetranitrate Sublingual Tablets 


5 mg., scored | 2. Russek, H.I.: Circulation 
18:774 (Oct.) 1958. 


15 mg., scored 


Bottles of 100 tablets. 3. Hirshleifer, I., et al.: Scien- 
tific Exhibit, A.M.A., Atlantic 


Complete literature available on request. City, N. J., June, 1959. 
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Fast-acting Milprem directly relieves 


both emotional dread and estrogen deficiency 


Dosage: One Milprem tablet t.i.d. in 21-day courses 


with one-week rest periods; during the rest 


periods, Miltown alone can sustain the patient. 


Composition: Miltown (meprobamate) + conjugated 


estrogens (equine). 


Supplied: Milprem-400, each coated pink tablet 
contains 400 mg. Miltown and 0.4 mg. conjugated 


estrogens (equine). Milprem-200, each coated 


old-rose tablet contains 200 mg. Miltown 
and 0.4 mg. conjugated estrogens (equine). 
Both potencies in bottles of 60. 


literature and samples on request. 





(Miltown® plus natural estrogens) 


CMP-1306 
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» WALLACE LABORATORIES / Cranbury, N. J. 


Many physicians find that estrogen therapy is 
not enough for the woman who is also filled 
with anxiety by her menopause. Her emotional 
dread may make her so miserable that it 
becomes a real clinical problem. 


This is where Milprem helps you so much. It 
calms the woman’s anxiety and tension; pre- 
vents moody ups and downs; relieves her 
insomnia and headache. At the same time, it 
checks hot flushes by replacing lost estrogens. 
The patient feels better than she did on estrogen 
therapy alone. And your counsel and your 
assurances can now help her make her 
adjustment much faster. 
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The Aged 


-and a natural way to meet their special nutrition needs 
with fresh-flavor, economical Carnation Instant. 


Finicky appetites, dental problems, food 


costs—one or more often play a part in con- 


tributing to poor diet for the elderly. 

A pleasant natural way to help improve 
their nutritional status is the excellent new 
food — new Carnation Instant Nonfat Dry 
Milk mixed 25% over-strength. 

One-third cup extra crystals per liquid 


quart when mixing provides 25% more cal- 


cium, protein, and B-vitamins than ordinary 


nonfat milk. Because your patients can add 


this additional amount, 


they get needed nutrients 
— without excessive calo- 
ries. And its richer, more 
delicious flavor mixed 
over-strength is a natural 
way to extra nutrition 
they'll enjoy. Costs them 
only 12¢ a quart. 


ANOTHER QUALITY PRODUCT OF CARNATION COMPANY, LOS ANGELES 36, CALIFORNIA 
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“comprehensive” multivitamins—friend or foe? 





Although not itself harmful, the small amounts of folic acid in 
“comprehensive” multivitamins can correct significant blood dis- 
orders to confuse the diagnosis and delay the treatment of perni- 
cious anemia victims.’ Peripheral blood and bone marrow data 
may appear normal? in such patients while accompanying nerve 
degeneration continues. Diagnosis delayed by normal appearing 
indices can thus allow irreparable neurologic damage to occur 
before the true nature of the disease is recognized and treatment 
begun.* 


To help physicians avoid this threat, Robins has formulated 
Adabee®, a new therapeutic multivitamin without folic acid, that is 
especially safe for long-term nutritional therapy in patients who 
require maximum support. 


wh vitamin B,. in Adabee 


In order to obtain therapeutic levels of specific vitamins for certain _ 


individual deficiencies, doctors must often employ a “comprehen- 
sive” multivitamin.*? Many such elongated formulas include as 
ingredients substances which are nonessential, expensive to the pa- 
tient, and irrational.*?° 


On the basis that B,2 in therapeutic vitamin mixtures has been 
described as needless by the A. M. A.,? and its unnecessary ®?%1415 
and indiscriminate use! has been criticized by astute hematologists,” 
internists,’ pathologists,” * and nutritional workers,? this member 
of the B-complex has also been omitted from Adabee. 


Ina rational formula,?"*:*"" the need for hormones, enzymes, amino 
acids, or yeast is not supported. And since these superfluous sub- 
stances might encumber the desired response to concurrently ad- 
ministered drugs, they are not found in the Adabee formulas. 


Each yellow, capsule-shaped Adabee® 
tablet contains: 





Vitamin A 25,000 USP units 
Vitamin D 1,000 USP units 
Thiamine mononitrate (B:) ............ 15 mg. 
FRIBOMAWEN ULE) vsessuvieassccssscsavesssecstos 10 mg. 
PytiGOxine HCL (Be): ..c.c.csssaseasseasstes 5 mg. 
Nicotinamide (niacinamide) ............ 50 mg. 
Calcium pantothenate ............0..00 10 mg. 
Ascorbic acid (vitamin C) .............. 250 mg. 


Each green, capsule-shaped Adabee®-M 
tablet contains Adabee, plus nine minerals: 


BY ONES faasos tonsa bs casatvasasaseeasaveosereneepeee 15.0 mg. 
CY 7 or Cee 0.15 mg. 
MEXR TAND AMIE tes stn oin csc tc yoectvns oseektecae 1.0 mg. 
IE SANDRA E EPS cinch ccc cat les ssusnsseesnsatenetes 1.0 mg. 
IMERNMC PR MNEI ct Soccact > cosccruestaca} aotescbies 6.0 mg. 
BEABA sere tra easeei oe sass tsetdes voaestasesevalenneegee 1.5 mg. 
BORN SSI IND ei cca5yss sons vacsvesadsessutccescisspecd 5.0 mg. 
NG NGE PATI css JcxeaicotanesSavescevusinecessureiqes 103.0 mg. 
PVORDMOIUIN 5 ccactvescestessscsccsnctnta ducers 80.0 mg. 
references: 


1. Ellison, 
A.M.A. ( 







A. B. C., J.A.M.A., 173:240, 1960, 2, White, P. L. 
uncil on Foods and Nutrition, J.A.M.A., 169: 
3. New J. M., Vol, 259, No. 25, Dec. 18, 1958, p. 
man, L, S., and Gilman, A., The Pharmacological Basis of Therapeutics, 
2nd ed., New York, Macmillan, 1955, pp. 1709-10, 1489-91, 5, Federal 
Register, Vol. 25, No. 136, July 14, 1960, p. 6633. 6, Conley, C. L., 
and Krevans, J. R., New Eng. J. M., 245:529-31, 1951. 7. Wintrobe, 
M. M., Clinical Hematology, 3rd ed., Phila., Lea & Febiger, 1952, pp. 
398-400. 8..Frohlich, E. D., New Eng. J. M., 259:1221, 1958. 9, Vilter, 
R. W., Modern Medicine, 28:15, p. 90, Aug. 1960, 10, Bean, W. B., 
Drugs of Choice: 1960-61, W. Modell, ed., St. Louis, C. V. Mosby Co., 
1960, pp. ll. Crosby, W. H., Col., M.C., U.S.A., Military 
Medicine, 125:233, April, 1960. 12. Harris, C. E. C., Conn. State Med. 
J., pp. 543-45, July 1958. 13. Todd, Sanford, and Wells, Clinical 
Diagnosis By Laboratory Methods, 12th ed., W. B. Saunders, Phila., 
1954, pp. 306-7. 14. Goldsmith, G. A., Am. J. of M., 25:680, Nov. 1958. 
15. Darby, W. J., Am, J. of M., Nov. 1958. 16. GP, Vol. 
XVIII, No. 2, p. 119, Aug. 1958, 17, J.A.M.A., Vol. 173, No. 16, pp. 
1831-32, 1960. 
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the multivitamin without folic acid ...or Biz 


new! Adabee 





A.H. Robins Co., Inc. 
Richmond 20, Va. 


here are some of the ways hypertensive patients 


benefit when you prescribe DIUPRES 


liberalized 


~ such oo, 
symptoms as 
anxiety headache, © 
and tension dizziness, palpitations : 
are and tachycardia — 

allayed are usually relieved _ 

._...anginal pain may be 

é reduced | in incidence 
A. end severity 











effective by itself in 
hypertension, an 
... Should o 


DIUPRES-250 DIUPRES-500 

250 mg. DIURIL (chlorothiazide), 500 mg. DIURIL (chlorothiazide), 
0.125 mg. reserpine per tablet. 0.125 mg. reserpine per tablet. 

One tablet one to four times a day. One tablet one to three times a day. 





, write ional Services, Merck Sharp & Dohme, West Point, Pa. 
Oo MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INC., WEST POINT, PA. 


DIUPRES and DIURIL are trademarks of Merck & Co., Inc. 




















When faulty fat metabolism is leading your patients into the degenerative disease 
pattern, RG® LECITHIN commands your attention. A natural food product made 
wholly from soybeans, RG® LECITHIN is over 90% pure phosphatides...a rich 
source of polyunsaturated fatty acids as well as choline, inositol and phosphorus 
...Safe...Economical...Non-Toxic. Important current reports of scientific research 
on natural phosphatide complexes include significant studies enumerated below. 





PHOSPHATIDES IN EXPERIMENTAL ATHEROMA; 
M. Friedman. The American Journal of Clinical 
Nutrition—May—June 1960. 


EFFECT OF SOYBEAN PHOSPHATIDES ON SERUM 
LIPIDS AND LIPOPROTEINS; B. A. Sachs. The 
American Journal of Clinical Nutrition—May—June 
1960 


* DIETETIC EXPERIMENTS AND BIOCHEMICAL RE- 


SEARCH IN HUMAN ATHEROSCLEROSIS; 
G. Verdonk. Abstracts—5th International Congress 
on Nutrition—1960. 


FACTS REGARDING THE ACTION OF “LECITHIN” 
ON THE PROGRESS OF RECUPERATION; H. Mies. 
Munchener Medizinsche Wochenschrift—1958. 








For Complete Substantiating Evidence, Write to Medical Consultant CHEMURGY DIVISION 
CENTRAL SOYA COMPANY,INC. e 1825 North Laramie Avenue e Chicago 39, Illinois 























Bristol-Myers Company, Dept. BU-13, 630 Fifth Avenue, New York 20, New York 
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specify ) Bufferin’ and 
avoid salicylate intolerance 





é 





Gastric distress due to aspirin used alone 


has been frequently reported. 1-7 1. Muir, A., and Cossar, I.A.: Brit. M.J. 

as oo yas = - 2:7-12 (July 2) 1955. 2. Waterson, A. P.: 
_ BUFFERIN is superior to plain aspirin | Beit M5, 2:1531 (Dec. 24) 1955.3. Brown 
in that it does not cause gastric intoler- R. K., and Mitchell, N.: Gastroenterology 
ance; it is “. . . the drug of choice where’ | 3/ 198-203 (August) 1956. 4. Kelly, J. J., 


ss : 5 | Jr.: Am. J. Med. Sci. 232:119-128 (Au- 

prolonged, high salicylate levels are in- | gust) 1956. 5. Brick, I. B.: J. Am. Med. 
dicated.”’ 8 | Assn. 163:1217-1219 (April 6) 1957. 6. 
Trimble, G. X.: Correspondence, J. Am. 


. is 4 to 5 times better tolerated Med. Assn. 164 :323-324 (May 18) 1957. 

‘ inary aenian 7. Lange, H. F.: Gastroenterology 33 :770- 

than ordinary aspirin. 777 and 778-788 (Nov.) 1957. 8. Tebrock, 

And BUFFERIN acts fast, its absorp- H. E.: Ind. Med & Surg. 20:480-482, 

: : , : 1951. 9. Paul, W. D.; Dryer, R. L., and 

tion being expedited by the antacid Routh, J. L.: J. Am. Pharm. Assn. 
components. 9 (Scient. Ed.) 39:21 (Jan.) 1950. 


For a complimentary supply of BUFFERIN write: 
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postoperatively 

“Premarin ’ 
Vaginal Cream 
facilitates 
surgery... favors 
healing 


In the postmenopausal patient undergoing surgery, “Premarin” 
Vaginal Cream, used locally both pre- and postoperatively, helps 
restore the atrophic and friable mucosa to a healthier, more normal 
state by promoting proliferation and vascularity of the epithelium. 
Surgery is facilitated, and healing takes place more rapidly. In 
addition, by lowering the vaginal pH, “Premarin” Vaginal Cream 
helps create an environment unfavorable to the growth of patho- 
gens. (Suggested therapy: 2 to 4 Gm. daily for about 10 days 
before and 10 days after surgery.) 














In senile vaginitis, “Premarin” Vaginal Cream also greatly sim- 
plifies treatment by restoring the influence of estrogen directly 
to the vaginal mucosa. In this condition its healing and soothing 
effect is almost immediate. 


“Premarin” H-C Vaginal Cream (with hydrocortisone) is valuable 
when immediate anti-inflammatory, antipruritic action is needed. 


Supplied: “Premarin? Vaginal Cream—0.625 mg./Gm. conjugated 
estrogens, equine in nonliquefying base/1% oz. tubes w. applic. 
“Premarin” H-C Vaginal Cream—same estrogen content plus 1 
mg./Gm. hydrocortisone (present as acetate) /1 oz. tubes w. applic. 








In monilial vaginitis, ““Vanay” Vaginal Cream is particularly effec- 
tive therapy. Unique self-regulating action maintains continuous 
fungistatic control without danger of local irritation. Nonsensitiz- 
ing, nonirritating, nonstaining, odor-free. BS 


PATENT 
AYERST LABORATORIES * New York 16, N. Y. * Montreal, Canada = *rucations 
“Vanayg, Vaginal Cream — Brand of Triacetin. 6034 














for the patient in 
acute failure 


HYDRIN 









BRAND OF MERALLURIDE SODIUM 


may be lifesaving 


Its rapid action in relieving tissue inundation makes MERCUHYDRIN the choice of many 
physicians for initial immediate relief of the “drowning” heart. Experience has shown 
that, in many instances, only an injectable organomercurial can adequately meet such 
an emergency. After the patient comes out of failure, it is often desirable to administer 
MERCUHYDRIN periodically together with an oral diuretic. 


and for these patients — rapid, reliable control of edema 


m the patient with impaired intestinal absorption @ the patient with inadequate 
response to oral diuretics w the decompensated patient with gout w the digitalized 
cardiac who is losing too much K @ the patient on “delayed onset” spirolactones 


Formulation: There are 39 mg. of mer- Supplied: MERCUHYDRIN—1 cc. ampuls, 
cury as the organic molecule meralluride boxes of 12, 25 and 100; 2 cc. ampuls, 
and 48 mg. of theophylline in each cc. boxes of 12, 25 and 100; 10 cc. vials, 
Of MERCUHYDRIN Injection. boxes of 6, 25 and 100. 








The 
aging hand 


ADRIAN E. FLATT, M.D. 
IOWA CITY 


The effects of age on the anatomic 
constituents of the hand are dis- 
cussed and the treatment for the 
resultant deformities is described. 
Certain conditions are dealt with 
in detail, including carpal-tunnel 
syndrome, Dupuytren’s contracture, 
shoulder-hand syndrome, and the 
various forms of arthritis. The use 
of physiotherapy and the problems 
of crutch-walking in this age group 
are analyzed and specific details of 
treatment methods are given. 


ADRIAN E. FLATT is assistant professor 
of orthopedic surgery, State University 
of Iowa Hospitals, Iowa City. 
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HM The earliest signs of aging which 
can be detected in the hand are those 
of loss of manual dexterity. The manual 
worker begins to lose dexterity at the 
age of 30 and the professional man about 
five years later. Special tests are needed 
to demonstrate these losses during the 
third decade, but by the fourth decade, 
these changes are usually readily appar- 
ent to all but the individuals concerned. 

In later years, anatomic changes be- 
come apparent in the bone and muscles 
as well as in the skin covering. The 
amount of subcutaneous fat tends to de- 
crease with age and, in the older age 
groups, morphologic and _ functional 
changes occur in the skin. Most of the 
skin changes are unimportant. Such 
conditions as the various pigmented 
spots and keratoses are functionally un- 
important, but epidermoid carcinomata 
must be watched for, particularly in 
those patients whose hands are constant- 
ly exposed to the weather. Should they 
be ruddy-faced, freckled, and resistant 
to suntanning, they are even more likely 
to develop malignant skin changes. 


Change in Anatomic Structures 


From the surgical point of view, sever- 
al other anatomic structures show im- 
portant changes: 

Veins. The major change brought on 
by age is the relative increase in the size 
of the veins and the apparent increase 
in their fragility. This leads to trouble- 
some bleeding, not only during surgery 
but also from seemingly small blows. 
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Nothing can be done about this aging 
process and it can be_ particularly 
troublesome at surgery. 

Arteries. The arteries are subject to the 
changes seen elsewhere in the body. Even 
though actual calcification of the vessels 
is rarely seen on x-ray examination, the 
lumen of the vessels becomes reduced and 
demands for increased circulation 
brought on by exercise cannot really be 
met. The over-all arterial supply is dis- 
tributed between the radial and ulnar 
arteries; it is not equally distributed, one 
vessel usually carrying a larger propor- 
tion of the arterial supply. In youth or 
early adult life, it is possible to tie off 
both vessels and maintain an adequate 
blood supply via the collateral circula- 
tion. In the third and fourth decades, 
one or other of the main vessels can us- 
ually be ligated without danger to the 
blood supply of the hand. In the elderly 
hand, the arterial supply is more pre- 
carious and ligature of one of the main 
vessels may seriously compromise the 
blood supply of the hand. 

If both vessels are obliterated by 
trauma or by ligature, it is doubtful if 
the hand will survive. It will inevitably 
become cold, blue, and congested, but 
will occasionally survive. Damage to the 
arterial supply in the arm or even as 
far proximal as the axilla will produce 
a similar result. Even in those hands 
which survive, irreparable damage nor- 
mally occurs in the intrinsic muscles. 
These muscles are particularly sensitive 
to deprivation of blood supply and rap- 
idly die during a period of anoxia. The 
muscles fibrose as a result of the anoxia 
and cripple the hand by producing an 
intrinsic-plus deformity, a contracture 
which forces the middle-finger joint 
(proximal interphalangeal joint) into 
hyperextension and prevents the fingers 
forming the normal arch of grasp 
(figure I). Intrinsic-plus deformity can 
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be produced by a variety of conditions 
causing spasm of the muscles—for ex- 
ample, anoxia, burns, neurologic con- 
ditions, such as Hansen’s disease, and, 
probably the most common of all, rheu- 
matoid arthritis. 

Tendons. A problem quite frequently 
seen in the elderly hand is the “‘spontan- 
eous” rupture of tendons. The tendon 
most commonly involved is that of the ex- 
tensor pollicis longus. Often the rupture 
occurs because of attrition against irreg- 
ular bony spurs caused either by previous 
fracture or degenerative arthritis. In a 
substantial number of cases, however, no 
mechanical cause can be found and the 
rupture is caused by failure of blood 
supply to the tendon. Attempts to repair 
the tendon by end-to-end suture usually 
fail because of the degenerated state of 
the ends. Excellent function can be re- 
stored by transfer of the extensor in- 
dicis proprius tendon into the distal 
portion of the thumb extensor. The 
principle of tendon transfer rather than 
attempted repair should be applied 
whenever possible to other similar ten- 
don ruptures within the hand. 





FIG. 1. Intrinsic-plus hand. The classical, fully- 
developed deformity in rheumatoid arthritis is 
caused by contracture of the intrinsic muscles. 
Hands should never be allowed to develop such 
gross deformities; but, even at this late stage, 
appropriate surgery can offer some increase in 
function. 
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Nerves 


Carpal Tunnel Syndrome. Numbness 
and tingling of the fingers are frequent 
in the elderly. Usually these complaints 
are minor and secondary to some other, 
more important, symptom. If, however, 
the patient exhibits these symptoms and 
has no other complaints, the physician 
may well be faced with a diagnostic prob- 
lem. Pain and hyperesthesia in the digits 
can be produced by a lesion anywhere 
within the nerve pathway from the brain 
distally. Although the tendency to look 
for a cause at one level only must be 
resisted, it must be remembered that 
compression of the median nerve is com- 
mon in the older age groups. Of the 3 
main nerves supplying the hand, the me- 
dian nerve is especially prone to trouble 
and there are 3 levels at which it may 
be compressed—the carpal tunnel, the 
forearm, and the hand. 

A bewildering group of conditions 
has been reported as the source of com- 
pression of the nerve within the carpal 
tunnel. Bee stings, gout, acromegaly, 
pregnancy, amyloid disease, and plasma 
cell myeloma are among the more bi- 
zarre causes. In the great majority of 
cases, the symptoms are produced by in- 
creased pressure with the _ inelastic 
boundaries of the tunnel. The bound- 
aries may be narrowed by malunion of 
fractures or the contents may swell as in 
tenosynovitis. Classically the history is 
one of acroparesthesia occurring at 
night. The patient complains that she 
can usually get to sleep but soon there 
is severe tingling, burning, and even 
bursting sensation in the cutaneous ter- 
ritory of the median nerve, which 
awakens her. Often, at first, symptoms 
are relieved by placing the hand outside 
the bedcovers or even by dipping the 
arm in cold water. Ten to thirty minutes 
is the usual duration of an attack, but 
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as the condition becomes established, the 
symptoms last longer and the periods of 
freedom get shorter until eventually 
some discomfort is present throughout 
the twenty-four hours. 

The condition is 5 times more com- 
mon in women than in men and often 
appears first around the age of the men- 
opause. It can arise spontaneously but is 
often associated with some increased use 
of the hands. The noctural onset is ex- 
plained by the normal peripheral vas- 
cular dilatation that occurs during sleep. 


The diagnosis can usually be made 
from the characteristic history. Physical 
examination may occasionally show dem- 
onstrable loss of sensation over the me- 
dian area and even wasting of the thenar 
muscles. These physical signs denote 
long-standing and often irreversible 
changes and are certainly not needed to 
establish the diagnosis. The symptoms 
can frequently be reproduced by inflat- 
ing a blood-pressure cuff around the 
wrist for thirty to sixty seconds. A most 
simple and useful test is the wrist-flexion 
test. If the hands are placed in the posi- 
tion shown in figure II and held so that 
the 2 forearms are pressed toward each 
other, the symptoms will rapidly recur 
or become worse. Even though it has 
been shown experimentally that exten- 
sion of the wrist increases the pressure 
within the carpal tunnel, I have found 
that the wrist-flexion test will often yield 
a positive result when wrist extension 
has not proved helpful. 


Iltustrative Case. J. G. a 54-year-old house- 
wife, for fifteen months had noted pain and 
hyperesthesia in both hands—pain that was 
made worse if she drove a car for any 
length of time. She was a good historian 
and volunteered that she had never noticed 
that the little or ring fingers were involved. 
In recent months her sleep had been in- 
creasingly disturbed and she had tried sleep- 
ing with her hands outside the covers. At 
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FIG. u. Carpal tunnel syndrome. (Left) The wrist-flexion test for median nerve compression will 
usually quickly reproduce the patient’s symptoms. Pressure must be applied along the forearm 


to press the wrist into flexion. Elderly patients do not have a full range of wrist flexion, but this 
does not affect the validity of the test. (Right) This shows the narrowed area of the nerve where 
it lay compressed beneath the transverse carpal ligament. This patient’s symptoms, which had 
been present for more than four years, had completely disappeared by the night of the operation 


day. 


the time of consultation, her symptoms were 
so bad that she was wakened about 2 or 3 
o'clock in the morning and had to walk 
about with the arms elevated to get relief. 
Examination showed no signs of wasting of 
the thenar muscles, but the wrist-flexion 
test was positive and the thumb, index, and 
middle fingers were extremely hyperesthetic 
on the palmar surface. The hands were op- 
erated on separately with a few months in- 
terval between operations. Immediate relief 
of night both 


hands 


symptoms was noticed in 


and the hyperesthesia rapidly re- 


gressed (see figure II). 


If the premise that increased pressure 
within an unyielding cylinder is the 
basis of symptoms is accepted, the only 
logical treatment must be decompression 
of the area. 

A few elderly patients who do not use 
the hand very much can be relieved by 
wearing night splints. Rest can be 
helpful but the restrictions it imposes 
are often not acceptable to patients. 
Hydrocortisone relieve 
swelling of the synovium is helpful in 


injections to 


some cases. However, long-term follow- 
up of cases does not always show the 
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recurrence has been prevented. Vita- 
mins, local heat, estrogens, and other 
drugs have been tried, but found useless 
and should not be considered. 

Immediate, permanent, and dramatic 
relief can be given by surgery (figure 
II right). No evidence has ever been pro- 
duced that section of the transverse car- 
pal ligament produces a disability. It is 
a simple operation and, if necessary, it 
can be performed under local anesthetic 
but great care must be taken to divide 
the distal edge of the ligament. Patients 
who have had symptoms for many years 
can get immediate relief and will report 
their first full night’s sleep in years on 
the night of the operative day. 


Joints and Arthritis 


The articular surfaces of joints begin to 
wear out in the teens and the degree of 
wear is directly proportional to the 
amount of use. In the hand, the thumb 
carries a disproportionate amount of the 
work load and it is common to find 
degenerative arthritic changes at the 
carpometacarpal joint. Destruction at 
this joint has been given the occupa- 
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tional label of gardener’s thumb, prob- 
ably undeservedly. Because the thumb is 
one-half of the hand in all prehensile 
activity, arthritis at its base seriously in- 
terferes with all functions. Aspirin, heat, 
massage, and other placebos do not 
usually allow sufficient return of func- 
tion to satisfy even the most docile pa- 
tient. Any form of splinting seriously 
interferes with mobility of the thumb 
and surgery will have to be considered. 
Two operative courses are possible, 
either fusion or arthroplasty. Each pro- 
cedure has its advocates, but the writer 
believes that fusion is the more satis- 
factory operation. It is easily done 
through a small incision, the site can 
be immobilized by a buried Kirschner 
wire, and the procedure is well tolerated. 

Traumatic Arthritis. Previous trauma 
leading to arthritis will produce symp- 
toms which can cause great trouble. Old 
fractured scaphoid or fractures around 
the wrist may produce such symptoms. 
In young-age groups, the treatment of 
choice is wrist fusion. However, in the 
elderly this is a relatively formidable pro- 
cedure and should not be lightly advised. 
The usual donor site for the necessary 
graft is the iliac bone. The muscle 
stripping needed to obtain the graft and 
the inevitable hemorrhage means a 
period of bed rest following surgery. 
This can seriously interfere with the pa- 
tient’s gait and mobility. Many patients 
can carry on quite satisfactorily with 
some form of splinting. A trial period 
in a plaster cast should always be ad- 
vised. If this immobilization provides 
satisfactory function, a molded leather 
brace should be made and, in the great 
majority of patients, operation can be 
avoided. 

Degenerative Arthritis. It is often too 
readily assumed that aches and pains in 
the elderly hand are “rheumatism” or 
“arthritis”. Degenerative changes cer- 
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tainly occur but similar symptoms can be 
produced by many different disorders 
ranging from malignancy to fibrositis. 
Joint changes due to degeneration usu- 
ally appear in the fifth decade. It is more 
commonly seen in women and frequently 
occurs shortly after the menopause. The 
arthritic changes may occur gradually, 
but often come on quite rapidly, second- 
ary to some unusual strains being trans- 
mitted through the joint. The symptoms 
are usually directly proportional to the 
amount of force put through the hand 
and certainly do not correlate with the 
pathologic changes. 

At the distal finger joint, Heberden’s 
nodes are a common manifestation of 
arthritic changes. These nodes are trans- 
missable as a recessive trait in males, but 
are a dominant trait in females. The 
active phase lasts a few months and 
during this time the finger may be numb 
and clumsy and the joint painful. Sur- 
gical excision is not justified; these 
nodules soon become asymptomatic and 
remain only as a cosmetic defect. 

In the middle finger joint, degenera- 
tive changes can occur, but are usually 
secondary to some earlier traumatic in- 
cident. Careful history taking is often 
needed to pin down the etiologic inci- 
dent. The proximal (or metacarpo- 
phalangeal) joint is very rarely subject 
to degenerative arthritis. It is, however, 
frequently attacked by rheumatoid arth- 
ritis. 

Rheumatoid Arthritis. Most patients 
with rheumatoid arthritis show severe 
involvement of the hands. Patients with 
crippled hands need no longer be con- 
demned to dependence on others. Recent 
advances in hand surgery have shown 
that much can be done to restore these 
patients to independence. Synovial in- 
volvement can be treated by appropriate 
excision. Loss of muscle power from 
ruptured tendons can be restored by ten- 
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don transfers and destroyed joints can 
be replaced by metal prosthetic joints. 
Combinations of these procedures are 
yielding gratifying results and there is 
no doubt that there is room for consider- 
able expansion in this field. 


Illustrative Case. V. J., a 67-year-old house- 
wife, had suffered from rheumatoid arth- 
ritis for twenty-one years. She had several 
operations for deformities of the feet and 
was greatly disabled by involvement of both 
knees. The right elbow and left shoulder 
were also partially involved. She was seen 
in the hospital clinic complaining of inabil- 
ity to use her hands. She stated that they 
started to be badly affected twelve years ago 
and that for the last ten years the fingers 
had been so distorted and stiffened that she 
was unable to feed herself or perform her 
own toilet, so that she was totally dependent 
on her married daughter. 

Examination of the hands showed gross 
ulnar drift of the fingers and wasting of the 
first dorsal both 
hands. The crippling deformity was the 
hyperextension and ankylosis of most of the 


interosseous muscle in 


proximal interphalangeal joints of the fin- 
gers. Because of this deformity, she was only 
able to hold objects by pressing both hands 
together as if they were paddles. 

A total of 


5 prosthetic joints were used 





in the 2 hands. The insertion of these pros- 
theses was combined with intrinsic release 
operations and local synovectomies. The re- 
sult, shown in figure III, is satisfactory. Al- 
though this woman’s hands show a small 
range of movement compared with the nor- 
mal, she has regained sufficient strength to 
become independent of her daughter and 
undertake various hand occupations. 


Bone Lesions. Osteoporosis, as a sign 
of old age or as an expression of some 
other disease, is common in old people. 
It rarely produces symptoms in the hand 
except for complaints of constant minor 
aching sensations. However, the loss of 
strength of the bones means that frac- 
tures may occur more readily than in 
younger people. 

Colles’ fractures is one of the common- 
est of all fractures and frequently causes 
considerable trouble in older-age groups. 
The loss of bone strength from osteo- 
porosis allows a great degree of com- 
minution in the distal end of the radius. 
This fragmentation allows the hand to 
be pushed proximally on the forearm. 
This means that there is a relative 
lengthening of the ulna so that its distal 
end impacts against the ulnar border of 















FIG. 11. Rheumatoid hand— 
prosthetic replacement. This 
patient had had totally stiff 
middle finger joints for ten 
years and was totally depend- 
ent on others for help. Surgi- 
cal replacement of the joints 
with metallic prostheses has 
(left) enabled her to become 
self-sufficient and (right) even 
take up crochet work. 
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FIG. IV. Colles’ fracture. This x-ray film shows 
the typical “lengthening” of the ulna which can 
follow healing of comminuted Colles’ fractures. 
Extreme discomfort and weakness of grip is 
abolished by excision of the lower end of the 
ulna. 


the carpus (figure IV). Even though 
the fracture heals readily, patients often 
complain of weakness and inability to 
use the wrist. These symptoms are pro- 
duced by the disordered wrist mechanics 
and can be quickly relieved by excision 
of the distal end of the ulna. There 
should be no hesitation in advising this 
simple operation in even elderly patients 
who show this deformity. 
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Other fractures within the hand do 
not demand special treatment and heal 
readily with the exception of the scaph- 
oid (carpal navicular). In young people, 
scaphoid fractures take many months to 
heal and, in older-age groups, may take 
even longer. The complications of pro- 
longed immobilization must be balanced 
against the development of nonunion. 
In the younger-age groups, there is no 
question that immobilization should be 
continued until union occurs because of 
the risk of the development of trau- 
matic arthritis. In the elderly, this is not 
such a problem and long-continued im- 
mobilization is not good treatment. 

Malignant growths of bone within the 
hand are rare, but most forms of tumor 
have been reported. The commonest 
primary growth in the elderly is the 
chondrosarcoma. One particular type of 
tumor is becoming more common and 
should always be borne in mind. Car- 
cinoma of the lung is the commonest car- 
cinoma of the male and is a tumor which 
metastasizes to bone. It may deposit in 
the distal small bones of hands and 
feet, being most common in the distal 
phalanges. Although an uncommon site 
for secondary deposit of lung carcinoma, 
it is one of the most common malignant 
tumors seen in the hand. The metastasis 
presents as a constant aching which is 
commonly dismissed as “arthritis”, or 
may be diagnosed as an infection. The 
roentgenogram will show characteristic 
lytic lesions associated with the signs and 
symptoms of the primary. The secondary 
deposit may become so painful, or 
throb so consistently, that local amputa- 
tion of the digit is a kindness. This op- 
eration can be satisfactorily performed 
under local anesthetic. 


Illustrative Case. D. F., a 52-year-old stone- 
mason, was first seen because of three week’s 
slight swelling of the distal phalanx of the 
left ring finger. During the ten days before 
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consultation, the finger had become steadily 
more .painful and the patient had tried to 
obtain relief with hot packs, but these had 
made the symptoms worse. He stated that 
he had smoked at least a pack of cigarettes 
a day for twenty-five years and had a 
“smoker’s cough” which had “gotten worse 
recently.” 

A chest film showed a lesion ‘in the right 
jung which was diagnosed as bronchogenic 
carcinoma. X-ray examination of the finger 
showed a small destructive lesion in the 
middle of the distal phalanx. 

A diagnosis of primary carcinoma of the 
lung with secondary phalangeal deposit was 
made. Because of the persistent symptoms, 
the distal phalanx was amputated. Micro- 
scopic examination confirmed the clinical 
diagnosis. The patient lived for another 
eight months during which he had full and 


painless function of the left hand. 
Dupuytren’s Contracture 


This condition affects about 1.5 per cent 
of the adult population and occurs most 
commonly in the age group from 40 to 60 
and is 7 times more frequent in men 
than in women. Despite the extensive 
literature on the subject, no good ex- 
planation for its occurrence has been 
put forward, but it is known that trauma 
is not an etiologic factor. 

Treatment is difficult because it is im- 
possible to foretell prognosis with ac- 
curacy. Progress differs in each case. In 
general, it can be said that the disease 
progresses in inverse proportion to the 
age of the patient. Surgery is the only 
effective treatment. Nonoperative meas- 
ures such as cortisone, x-ray therapy, 
vitamin E, physiotherapy, ultrasonics, or 
massage do not favorably affect the prog- 
ress. Surgery should not be advised in 
very early cases. It is permissible to fol- 
low such cases until it can be demon- 
strated that a functional handicap is de- 
veloping. The majority of hand func- 
tions occur with the fingers flexed and 
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a hand in which the fingers do not fully 
extend is often capable of excellent func- 
tion. When function is seriously im- 
paired, it must be decided what form 
of operation is most advisable. In the 
very old, subcutaneous fasciotomy is 
probably justified. It is an operation 
which can easily damage vital neurovas- 
cular structures and should not be 
undertaken lightly. Some surgeons advo- 
cate partial excision in older patients, 
gambling that death will catch their pa- 
tient before the condition recurs. Luck- 
ily, the patient usually wins, but lives to 
present a rapidly contracting hand to 
another surgeon. 

Dupuytren’s contracture involves all 
the palmar fascia and the only logical 
treatment is total excision. Occasionally 
selective amputation or fusion of finger 
joints should be combined with the ex- 


cision. 


Illustrative Case. L. R., a 52-year-old night 
watchman, came to the hospital clinic with 
a history of fourteen years of steadily in- 
creasing contractures of the ring and little 
fingers of both hands. He was right handed 
and believed that the contractures started 
in the left hand. He had never done any hard 
manual labor. During the last five years, he 
had noticed a small nodule growing in the 
sole of the right foot. 

Examination showed a gross case of Du- 
puytren’s contracture of both hands; the 
fingernails of the left ring and little fingers 
had to be kept closely trimmed to prevent 
them growing into the palm. The fingers 
could not be lifted out of the palm and the 
proximal interphalangeal joints were fixed 
in flexion. The right long plantar ligament 
showed a nodule one centimeter in diameter 
in the midpoint on the medial side. 

Palmar fasciectomy alone would not have 
restored sufficient function to these hands; 
it was therefore combined with arthrodesis 
of the proximal interphalangeal joints in the 
functional position (figure V). The opera- 
tion is neither difficult nor lengthy for those 


GERIATRICS, NOVEMBER 1960 














used to operating in this area. It can be 
done in all age groups and excellent results 
can be anticipated if the secondary con- 
tractures around the finger joints are al- 
lowed to resolve. Forcible manipulation may 
produce straight fingers at the end of the 
operation, but will certainly produce gross 
and permanent contractures some months 
later. 


Shoulder-Hand Syndrome 


This condition is ill-understood and has 
acquired an extensive literature. It is 












geen iN 
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most commonly explained as being due 
to sympathetic dysfunction, internuncial 
pools of active stimuli, or some similar 
obscure neurologic disturbance. While 
admitting that some cases can well have 
a neurologic basis, the writer is firmly 
convinced that the majority of cases can 
be blamed primarily upon degenerative 
changes within the shoulder joint. Many 
writers have reported an association 
with myocardial infarction or with 
trauma. Other less common conditions 
have also been blamed but the largest 
group is still classed as idiopathic. 


FIG. V. Dupuytren’s contracture. (Left) 
This patient allowed his condition to 
progress so far that restoration of fin- 
ger motion was impossible. (Lower left 
and right) Fusion of the fingers in the 
correct position combined with exci- 
sion of the bands allowed a good res- 
toration of function. 













The syndrome occurs in a significant 
number of elderly patients and the hand 
component is particularly troublesome. 
The patient has a stiff shoulder and a 
puffy, cynanotic hand which pits on pres- 
sure and shows dilated veins on the 
dorsum. X-ray examination often shows 
osteoporotic changes. These are similar 
to those in Sudek’s atrophy since both 
conditions are basically caused by a 
disuse atrophy. 

The hand portion of the syndrome 
stems from the patient’s unwillingness 
to cause more pain in the shoulder by 
using the hand. 


Illustrative Case. A. G. C., 
professor of history, was referred for con- 


a 51-year-old 


sultation because of pain in the right shoul- 
stiff Thirteen 
before, he had slipped on some ice and 
neck of the right 


der and a hand. months 


fractured the surgical 
humerus. For various reasons, the fracture 
was subjected to a number of manipula- 
tions and the limb was kept in a hanging 
cast for nearly six months. Throughout this 
period, the forearm and hand were held in 
a sling and he was advised not to use the 
limb. 

When seen in consultation, his main com- 
plaint was of constant aching and stabbing 
pains in the shoulder, enough to prevent a 
good night’s sleep. There was only a small 
amount of glenohumeral movement. The 
elbow lacked 30 degrees of full extension. 
The 
was swollen and blue, had only sufficient 


wrist was stiff and the hand, which 
movement to allow a weak grasp of large 
objects. 

This patient has been started on a course 
of supervised active movements, combined 
with the necessary analgesics. Passive stretch- 
ing is being avoided and it is anticipated 
that recovery, which may never be complete, 
will take many months to reach its maxi- 
mum. 


Treatment is difficult but should be 
largely prophylactic. While it is good 


treatment to rest a painful shoulder with 
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a sling, it is bad treatment to allow the 
hand to remain unused during the sling 
period. Trouble can be avoided if the 
patient is instructed and supervised in 
exercises for the hand during treatment. 
Both upper limbs should be exercised, 
for the normal limb provides a standard 
of attainment and purpose is given to 
the exercises. 

In established cases, exercise is still the 
key to treatment. But at all costs, passive 
manipulation must be avoided. Eleva- 
tion exercises to the limit of comfort 
should be carried out with both limbs 
during the early phases. In the later 
stages, local heat, combined with in- 
creasingly active exercises will eventu- 
ally produce a satisfactory result. Some 
authorities recommend stellate blocks, 
others believe in the use of cortisone or 
of x-ray, but I am convinced that simple 
physiotherapeutic measures will produce 
better results than the more complicated 
therapeutic measures. 


Physiotherapy 


Heat, massage, and supervised exercises 
are all of use in treatment after fractures 
and sprains. Palliative therapy is also 
useful for many of the aches and pains 
in elderly hands. However, treatment 
should be prescribed for a purpose, 
which must be the restoration of useful 
function. It is pointless to try and regain 
full anatomic range of joint movements 
if half the normal range is sufficient for 
most tasks. Removal of the 
functional loss of which the patient most 


domestic 


complains must be the primary thera- 
peutic aim. 

Exercises which are to restore range 
and strength should be more in the form 
of occupational therapy than formal ex- 
ercise programs. Incentive to improve 
may be hard to maintain in the elderly 
and many patients rapidly lose patience 
with unproductive exercises. There 
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should be very little passive stretching; 
it is vitally important to motivate the 
patient to use such muscle power as he 
has to restore restricted joint motion. 

When exercises are used to regain 
joint motion, both agonists and antago- 
nists of the joint must be exercised. The 
overriding principle is that one should 
never aim to gain more joint motion 
than there will be muscle strength to 
control efficiently. In the later stages of 
recovery, it is often necessary to build 
up strength and endurance by resistance 
exercises. Experience shows that patients 
respond much more to manual resist- 
ance of a therapist than to the imper- 
sonal resistance of springs, pulleys, and 
weights. 

Various forms of massage and heat 
are of benefit and may often be used. 
It has never been satisfactorily demon- 
strated that massage produces beneficial 
physiologic changes, but clinical experi- 
ence has shown that light massage is 
soothing and of great help in getting a 
patient to relax. Heat is best applied in 
the form of moist heat and packs, or 
immersion baths can be used. Packs are 
preferable since the patient can be laid 
down and can relax during their appli- 
cation, while immersion in either still 
water or whirlpool implies sitting up- 
right beside the container. 

In the University physiotherapy de- 
partment, we have found that by far the 
most satisfactory means of supplying heat 
to elderly hands and particularly to post- 
operative cases has been the use of 
paraffin baths. An additional advantage 
to this therapy is that the patient can 
continue it at home. An_ instruction 
sheet used to give the patient all neces- 
sary details is reproduced below*. 

*Copies may be obtained by writing to the head thera- 


pist, Mr. Terry Jones, R.P.T., Children’s Hospital, 
Iowa City, Iowa. 
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STATE UNIVERSITY OF IOWA 
PHYSIOTHERAPY DEPARTMENT 


HOT PARAFFIN BATH 


Materials needed for a hot paraffin bath are: 
1. 5 pounds of parawax 
2. 1 ounce of mineral oil or liquid petro- 

latum 

3. A double boiler with at least a 3-quart 

or more capacity 

4. Paper towels and a regular bath towel 

for each hand 

Caution 1. It is very important that you 
handle the paraffin with care around fire 
as it is inflammable. 

Caution 2. Be certain that your hand and 
wrist do not touch the side of the pan 
as you immerse the hand in the hot 
paraffin. 

The method of applying the hot parafin 
to the hands and wrist is as follows: 

The bottom of the double boiler should 
be filled a little less than halfway with hot 
water and then the top of the double boiler 
should be placed over it. 


You then place your 5 pounds of paraffin 
in the top of the double boiler along with 
1 ounce of mineral oil. Turn on the flame 
and heat the parawax to 130° F. It is im- 
portant that the temperature not exceed 
130° as it could burn the skin. 

Before dipping the hand in the paraffin, 
have your paper towels and your bath towel 
in position so that you can wrap it im- 
mediately after coating the hand _ with 
parawax. The hand should be in a relaxed 
position and the fingers and wrists should 
not be moved once you immerse the hand 
in the paraffin. If you bend the fingers after 
your hand is in the paraffin, this will crack 
thé coat of paraffin forming around ihe 
hand and these cracks will be hot spots and 
make the treatment quite unpleasant. The 
hand should be carefully dipped in the 
paraflin and held there for five seconds and 
then removed to a position directly above 
the paraffin and held there until the paraffin 
stops dripping from the hand. This _pro- 
cedure should be repeated 8 to 10 times 
which will form a thick coating. 






















FIG. vi. Crutches. Most crutch handles 
are horizontal; this is not a normal 
plane of grip and produces consider- 
able strain on the wrist. (Upper left) 
Some crutches are now being designed 
with appropriately sloped handles. 
(Upper right) Sloped handles allow a 
proper grip and do not, of themselves, 
produce strains of hand and wrist. 
(Lower right) Note the uncomfortable 
and strained position of the horizontal 


grip. 


Be certain that the hand is wrapped 
quickly in the towels as this will help hold 
the heat longer. After twenty minutes you 
should start opening and closing your hand 
and you can remove the towels and paraffin 
at this time. The paraffin can then be placed 
in the double boiler and melted down again 
for use in the next treatment. Any and all 
exercises that have been prescribed for the 
fingers, the hand, and the wrist should be 
started immediately after removal of the 
paraffin glove. 


Crutch Walking 


Many elderly patients need extra sup- 
port to walk. The aid used varies from 
sticks, through crutches, to a true walker. 
Sticks and crutches can put such great 
strains on the hand that persistent symp- 
toms are produced, many of which can 
be traced to the poor grip. The walking 
stick is well designed for prodding at in- 
teresting objects on the ground; as a 
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means of transmitting body weight for 
the limping, it is useless. The handle is 
usually too small and ill-shaped for a 
comfortable, prolonged grip and_ the 
handle meets the shaft at such an angle 
that all the body weight is thrust against 
the ulnar side of the wrist joint. Such 
an abnormal thrust rapidly causes symp- 
toms which, once produced, will affect 
all activities of the hand and may prove 
extremely difficult to eliminate. 

As long as the stick is employed for 
such tasks as knocking heads off daisies, 
its use is permissible, but directly the 
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patient’s weight is consistently thrust 
through the stick, pride must be over- 
come and a crutch advised. Unfortunate- 
ly, most crutches are so badly designed 
that their use usually only compounds 
the problem. Most crutches have hori- 
zontal hand grips for no reason other 
than it is easier to make these in this 
fashion. In normal use, the hand does 
not grip at right angles to the shaft of 
the upper limb and to force it to adopt 
this strained position will produce added 
strain to aging ligaments. If the crutch 
handles are placed obliquely ’to the ver- 
tical, they will be found to accommodate 
to the most satisfactory grip (figure VI). 
Existing crutches can be easily altered 
to conform to this basic functional posi- 





tion in the home workshop. A few en- 
lightened manufacturers have recently 
grasped this principle and are produc- 
ing a crutch which does not, of itself, 
produce symptoms. 
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ABNORMAL SERUM PROTEIN concentrations regularly occur in the 
cachectic patient with advanced carcinoma of the stomach. These 
abnormalities also may be present in patients with less advanced dis- 


ease. 
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Total serum protein concentration is normal or slightly decreased 
in cases of gastric carcinoma. Serum albumin is decreased and serum 
globulins are elevated. In most cases, alpha globulins are increased 
and beta globulins are normal or slightly increased. Gamma globulin 
concentration is generally elevated or normal. 

A group of 9 patients with carcinoma of the stomach were studied. 
Hypoalbuminemia was present in 8. In 7 patients, an elevated fecal 
excretion of I'!-polyvinylpyrrolidone was present after intravenous 
injection of this high molecular weight radioactive polymer. This 
suggests that internal loss of serum albumin through the gastric 
lesion into the stomach lumen is the principal cause of the hypo- 
albuminemia. Paper electrophoresis revealed albumin in the gastric 
juice of 5 of the patients. Albumin turnover was determined in 1 
patient and found to be abnormally rapid. 


Ss. JARNUM, and M. sCHWARTz: Hypoalbuminemia in gastric carcinoma. Gastroenterol- 
ogy 38: 769-776, 1960. 





Oral 
cholecystography 
in the aged 
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MILWAUKEE 


Oral cholecystography can be ac- 
cepted as an accurate clinical test 
if the patient is not in a serious 
condition. In the presence of seri- 
ous illness and particularly in pre- 
terminal states, the gallbladder ex- 
amination is very unreliable. 


F. FRANK ZBORALSKE is a resident in 
radiology at Milwaukee County Hos- 
pital. JOHN R. AMBERG is director of 
radiology at Milwaukee County Hos- 
pital and assistant professor of radiol- 
ogy at Marquette University School of 
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HB Oral cholecystography has a_ recog- 
nized reliability far surpassing most ex- 
aminations in medicine. Statistics by 
Wickbom and Rentzhog! and Baker and 
Hodgson?:* indicate that false positive 
errors occurred in less than 3 per cent 
of their cases. The examination is gener- 
ally applied to the ambulatory, middle- 
aged patient. Can the same degree of 
accuracy be expected in the geriatric 
patient? 

The answer to this question seems im- 
portant because of the greater number 
of elderly patients being referred for 
gallbladder study and because of the 
seriousness of gallbladder disease at this 
age. Cholecystectomy and _ cholecystos- 
tomy are among the most frequent ab- 
dominal operations needed by patients 
over 70 years of age. Surgical mortality 
rates are increased in this group, par- 
ticularly when the operation is not elec- 
tive.4,5 


Material Studied 


During a four-year period from 1956 
through 1959, 1,070 autopsies were done 
at Milwaukee County Hospital on indi- 
viduals over 70 years of age. Of this 
group, 75 had had cholecystograms made 
after the age of 70. Medical records and 
roentgenograms were reviewed in these 
75 patients, of whom 37 were men and 
38 women. At the time of oral chole- 
cystography, 60 patients were in their 
eighth decade and 15 in their ninth 
decade. 

The incidence of gallbladder disease 
was equal in both sexes. This supports 
other studies which have shown that 
while gallbladder disease is predomi- 
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nantly a disease of women in the early 
decades, it becomes progressively more 
frequent in men until the incidence par- 
allels that of women.® 

Also of great significance to us in this 
study was the high incidence of gall- 
bladder disease proved at autopsy or at 
surgery prior to autopsy. Of our 75 pa- 
tients, 45 had abnormal gallbladders, 
which is an incidence of 60 per cent. To 
further emphasize the severity of this 
disease, 12 of the 45 patients with ab- 
normal gallbladders died secondary to 
their biliary tract disease. 

Abdominal pain was the reason why 
most of the cholecystograms were re- 
quested. A history of fatty food intoler- 
ance was only infrequently recorded. 
Biliary tract surgery was performed in 
18 of this group. The surgery was con- 
sidered elective in 9 cases and urgent 
in the other 9. 


Cholecystography 


Patients were generally given 6 gm. of 
iopanoic acid the evening before exami- 
nation. A few patients had been given 
4.5 gm. of bunamiodyl. Films were taken 
with both horizontal and vertical beams. 
Spot film radiography was not generally 
done. Postcontraction studies of the gall- 
bladder were not done. 

Cases were classified according to chol- 
ecystographic diagnosis; 25 were report- 
ed as normal, 2 were considered tech- 
nically inadequate, and 48 were abnor- 
mal. Of the 48 abnormal cases, gall- 
bladder stones were seen in 15, and non- 
visualization of the gallbladder was re- 
ported in 33. 

Normal. Of the 25 patients whose gall- 
bladder studies were reported to be nor- 
mal, 24 were proved normal at autopsy, 
and there was but 1 error. In 2 in- 
stances, a first examination showed non- 
visualization, and the second examina- 
tion showed a normal gallbladder. The 
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case in error had a normal cholecysto- 
gram two years prior to death. At autop- 
sy, a 1-mm. cholesterol polyp was found. 
It is well recognized that a lesion of this 
size often escapes detection despite me- 
ticulous technic.? In all other cases, nor- 
mal gallbladder studies were borne out 
at the time of autopsy examination. 

Stones. In the 15 cases which were re- 
ported as stone formation, there were no 
errors. In 11 cases the stones were radi- 
opaque. 

Nonvisualization. The most significant 
finding in our study was within the 
group of 33 patients with nonvisualized 
gallbladders without roentgenographic 
evidence of stone formation. At subse- 
quent autopsy, gallstones were found in 
27 of these cases. There were 6 cases in 
which the gallbladder was normal at au- 
topsy. This percentage of accuracy is 
only 80 per cent—far below the level of 
accuracy which is acknowledged in rou- 
tine oral cholecystography.*® 

In all 6 cases, nonvisualization was re- 
ported after a single oral cholecysto- 
gram, and normal gallbladders were 
found in these patients at the time of 
autopsy. In none of these cases was a 
conventional second study done. This 
was primarily because of the patient's 
poor clinical condition and evidence of 
other disease, which seemed to outweigh 
the importance of gallbladder disease. 
Previously reported studies!® show that 
only approximately 10 per cent of non- 
visualized gallbladders are visualized 
normally on a second study. Therefore, 
1 or 2 of the cases might have been vis- 
ualized had this been done. This does 
not account for the other-4 or 5 errors. 

The point of interest is what factors 
accounted for the initial nonvisualiza- 
tion? The major factor involved seemed 
to be the terminal condition of the pa- 
tient. In 5 of our 6 cases, the examina- 
tion was done three weeks or less prior 
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to death. These 5 patients were severely 
ill and in critical condition at the time 
of examination. 

The question that follows is what al- 
terations occur in conjunction with the 
patient being in a terminal state that 
will interfere with the visualization of a 
normal gallbladder? 

Cholecystocholestasis. Stasis of bile in 
the gallbladder is a cause for a non- 
visualized cholecystogram, as empha- 
sized by Brewer! and Curl.!* They state 
that this is of extreme importance when 
there is a history of a fat-free diet, vom- 
iting, or a limited food intake before the 
examination. If a patient has been com- 
pletely limited to a fat-free diet, has 
been unable to retain food, or has been 
in a prolonged fasting state, the gall- 
bladder may not empty for several days. 
It has been shown that because of its 
concentrating powers, the gallbladder is 
capable of retaining the entire bile out- 
put of the liver for twenty-four hours or 
longer. At the end of this time, the gall- 
bladder is filled with a thick concentrate 
of bile salts, pigment, and mucin. If 
cholecystography is attempted in the 
presence of a gallbladder which is al- 
ready filled with thick, concentrated 
bile, the fresh contrast-laden bile is un- 
able to enter the gallbladder. 

It is our opinion that the elderly pa- 
tient in a terminal condition is in a fast- 
ing state. These patients are often ano- 
rexic, have a intake, and 
oftentimes are being maintained on in- 
travenous fluids. For these reasons, these 
patients fulfill the conditions which 
cause stasis of bile in the gallbladder. 
Erroneous nonvisualizations of the gall- 
bladder may then be recorded. This fac- 
tor has been shown to be important in 
patients of other age groups but natural- 
ly will be more frequent in the geriatric 
patient. Bile stasis in the gallbladder 
will, therefore, be encountered 


poor food 


more 
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often in the elderly, and, consequently, 
cholecystographic nonvisualization will 
occur more frequently. This factor of 
stasis of bile in the gallbladder has been 
termed physiologic stasis and cholestasis 
by various authors. We feel that neither 
of these terms is adequate. They do not 
localize the area of stasis which causes 
nonvisualization. We believe that the 
term cholecysto-cholestasis should be 
used to indicate this condition. This 
properly defines the problem as stasis 
of bile in the gallbladder. 

Malabsorption. This disorder was im- 
possible to evaluate but was probably 
not important. At autopsy, no small 
bowel abnormalities were demonstrated 
in these 6 cases which could support this 
possibility. 

Liver disease. Chronic, passive conges- 
tion of the liver was present in 3 of the 
patients in whom errors were made, but 
a similar degree of passive congestion 
was present in 4 other cases which vis- 
ualized normally. Metastatic liver dis- 
ease was present in 2 patients in the 
error group. Again, the gallbladders of 
3 patients with a similar extent of hepat- 
ic metastasis were normally visualized. 
In none of the cases of erroneous non- 
visualization was jaundice present. Usu- 
ally liver disease, which contributes to a 
nonvisualization of the gallbladder, is 
limited to cases with severe hepatocellu- 
lar damage or severe obstructive jaun- 
dice. 13,14 


Discussion 


The rapidly expanding geriatric popula- 
tion has resulted in an increased num- 
ber of elderly patients who are referred 
for cholecystography. In the seriously ill 
patient, there are pitfalls that must be 
anticipated. While it might be conven- 
ient to exclude the very sick patient 
from cholecystography, the frequency of 
such catastrophic diseases in the elderly 
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as common duct stones with cholangitis, 
empyema of the gallbladder, perfora- 
tion of the gallbladder, and ordinary 
cholecystitis demands the use of this 
study. 

The geriatric patient who has a non- 
visualized gallbladder represents a diag- 
nostic problem of particular difficulty. 
Our accuracy was only 80 per cent. Er- 
roneous nonvisualization was associated 
with the terminal state of the patient. 
Because cholecysto-cholestasis appears to 
be an important cause of nonvisualiza- 
tion in these cases, evacuation of the 
gallbladder should be accomplished be- 
fore examination. To evacuate the gall- 
bladder so that it may fill with contrast- 
laden bile, either a fatty meal or intra- 
venous cholecystokinin could be used. 
By this means, cholecysto-cholestasis may 
be eliminated as a source of erroneous 
nonvisualization in the critically ill pa- 
tient. 

It also seems important to appreciate 
that the ambulatory, generally healthy, 
elderly patient can be expected to re- 
spond normally to routine cholecystog- 
raphy. 

Conclusions 

A study of 75 patients who underwent 
cholecystography after the age of 70 and 
upon whom autopsies were conducted 
is reported. Erroneous nonvisualization 


of the gallbladder was noted in 6 of 33 
cases that were not visualized. Of the 6 
errors, 5 were in seriously ill patients, 
and it is suggested that cholecysto- 
cholestasis may be the most important 
factor responsible for erroneous non- 
visualization. 
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XANTHOPSIA (yellow vision), long associated with digitalis intoxica- 
tion, also can occur in patients taking only chlorothiazide. The occur- 
rence has not previously been reported. 


A 24-year-old woman being treated for premenstrual edema and 
bloating received 500 mg. of chlorothiazide daily for the last two 
weeks of each cycle. After several months, the patient experienced 
episodes of yellow vision and was advised to discontinue chlorothia- 
zide. No further visual disturbances occurred. When therapy was re- 


instituted on 2 other occasions, yellow vision recurred. 


J. Post: Yellow vision in a patient taking chlorothiazide. New England J. Med. 263: 


398-399, 1960. 
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hemiplegia 
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The traditional neurologic exami- 
nation of hemiplegic patients con- 
centrates on factors essential to 
diagnosis. Recently, however, medi- 
cal interest revolves more around 
treatment during the acute phase 
of a cerebral vascular accident and 
rehabilitation of the stroke victim. 
A survey of the available means for 
motor, perceptual, and psychologic 
evaluation of the hemiplegic pa- 
tient’s disability is given. Use of 
evaluative technics for prognosis is 
discussed, 
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erature on this subject and are im- 
pressed by the rapidly developing skill 
with which workers in the field go about 
their job of measuring and evaluating. 
We note that attempts to relate existing 
disability to preexisting conditions were 
often frustrated by incomplete medical 
records. A plea is made here for more 
organized records in which, preferably, 
by the use of check lists, the same mini- 
mum information is recorded for all pa- 
tients. 

Traditionally, the neurologic exam- 
ination and description of the hemi- 
plegic patient is concentrated on abnor- 
mal findings which might be helpful in 
establishing the diagnosis. It often be- 
comes a stereotyped presentation with 
an accent on a description of the re- 
activity of the deep tendon reflexes and 
an enumeration of the presence or ab- 
sence of pathologic reflexes. It would 
be desirable if every description of a 
hemiplegic patient routinely included a 
list of observations which, when reread, 
would give an idea of the actual func- 
tioning ability of the patient. 

The motor performance of the in- 
volved upper extremity should be de- 
scribed as the most distal function the 
patient is still able to do voluntarily. 
For instance, information should _in- 
clude whether the patient is able to bend 
the elbow voluntarily but cannot 
straighten it while supine in bed, wheth- 
er he lacks appreciable movements in 
his involved upper extremity, or whether 
all arm movements are possible but 
hand movements are clumsy. If prox- 
imal joint movements are more involved 
than the periphery of the extremity, this 
should be so stated. 

Similarly, the motor performance of 
the involved lower extremity of a pa- 
tient who is not as yet receiving ambu- 
lation training is best described as his 
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ability to lift his extremity off the sheet 
while supine, to straighten his knee vol- 
untarily while supine, or to dorsiflex 
the involved foot. Once the patient has 
begun an ambulation training program 
or has learned to ambulate to the maxi- 
mum degree of his ability, the appropri- 
ate information may include whether he 
needs a short leg brace and a cane for 
independent ambulation, whether he 
walks only with assistance, or whether 
he walks only with the close supervi- 
sion of another person. 

Incoordination should be: mentioned 
even if it is not of a cerebellar tract 
involvement origin, such as in a patient 
with bilateral strokes or, sometimes, in 
one with a unilateral stroke and hyper- 
tensive encephalopathy. Contractures, 
especially of the involved knee, should 
be noted. 

In the description of sensory involve- 
ment, it is essential to include a state- 
ment as to whether there is astereog- 
nosis in the patient’s involved hand and 
whether he is hemianoptic. 

The function of the so-called good 
upper extremity should be mentioned 
if the patient is not able to feed himself 
or if he does not try to use the hand 
for other activities as could reasonably 
be expected from his mental status. 

A check for the presence of dysar- 
thria should be included among the es- 
sentials in evaluating the communication 
abilities of the hemiplegic. Does his 
speech sound normal? Does he have diff- 
culty in swallowing? Does he drool? 

A check for the presence of aphasia 
must also be made. Does the patient 
have receptive language problems—that 
is, can he follow one-step spoken and 
written commands, such as “point to the 
door?” In expressive language, it should 
be noted whether the patient shows im- 
paired voluntary control of his mouth, 
such as protrusion of the tongue, blow- 
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ing out air, or repeating simple words. 
Does the patient have trouble in word 
recall? Is his speech paraphasic? Can he 
write his name or simple words with the 
unaffected arm? 

The psychologic evaluation of the 
hemiplegic patient should include infor- 
mation concerning his orientation with 
respect to time, place, and identity of 
persons. It is essential to know whether 
he has memory for recent events. Does 
he have emotional self-control? Is he 
able to concentrate or is he easily dis- 
tracted? Is he restless? Is it difficult or 
impossible to “get through” to him? 
The description of the presence or degree 
of “confusion” frequently means some- 
thing different to different persons. 

While giving the information about 
bowel and bladder incontinence, it is 
advisable to differentiate whether blad- 
der incontinence occurs only at night. 

Before we embark on the discussion 
proper of measurement and evaluation 
as it pertains to hemiplegia, let us say 
a few words about the meaning of the 
so-called clinical evaluation. It should 
be obvious that clinical evaluation is not 
different in essence from the types of 
evaluation to be discussed. A clinician 
evaluates the functions of patients by 
comparing them with his own subjective 
standards as to what is average, normal, 
or usual for the diagnostic group. He 
evaluates the progress of treatment and 
prognosticates by drawing on his ex- 
perience. Yet, the good clinician will 
want to check his evaluation of what is 
average against normative data. If he 
prognosticates, he will try to spell out in 
precise language for himself and others 
all the data on which he bases his prog- 
nosis. He will keep records, mistrust his 
memory, and display healthy skepticism 
as to his ability to judge and to eval- 
uate. 

Measurement and evaluation are inti- 
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mately interrelated. Yet, for purposes of 
presentation, we will separate the two 
measurement first. 


and discuss 


Measurement 


Measuring means assigning the meas- 
ured entity a position on a measuring 
scale. There are various. scales and, 
thus, various forms of measurement. In 
our context, 3 kinds of scales are im- 
portant: nominal, ordinal, and interval. 

On a nominal scale, numbers are used 
simply to identify the groups to which 


the measured entities belong. ‘The num- 


bers can be considered names or code 
numbers for a class. On such a scale, 
they merely indicate that all cases 


identified by the same number differ in 


some respect from cases identified by 


another number. The numbers do not 
imply that, for instance, members of 
9 


class 2 are smaller than those of class 


3 and larger than those of class 1. 
Such added meaning is carried by num- 
bers on an ordinal scale. Here members 
of one class are distinguished from 


members of another class by expres- 
sions, such as larger, better, more com- 
plex, more mature, more anxious, and 
so on. Numbers designating each class 
imply this quantitative relationship be- 
tween classes. However, it should be 
noted that distances between classes are 
not specified. ‘To illustrate, class num- 
bers do not tell us whether members of 
class 4 are twice as disabled, anxious, or 
immature as members of class 2. Dis- 


tances between numbered classes are 
specified on interval scales only. Our 
yardsticks, thermometers, and clocks are 
examples of such interval scales. 
Commonly, measuring on a nominal 
scale is referred to as _ categorizing, 
measuring on an ordinal scale as rank- 
ing or rating, while, although unjusti- 
fiably in the mind of many, measuring 


is reserved for use on an interval scale. 
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Scales used in the measurement of 
disability. In the measurement of dis- 
ability, all three types of scales have 
been used. In the last two decades, how- 
ever, there has been a steady trend to 
replace measurement on nominal scales 
by measurement on ordinal scales, and, 
more recently, by measurement on in- 
terval scales. If older publications on 
the subject are surveyed, we find nom- 
inal scales used almost exclusively. Pa- 
tients are classified according to neu- 
rologic diagnoses or to such etiologic 
factors as an embolus, thrombosis, or 
hemorrhage. They are called receptive, 
expressive, or global aphasics; spastic 
or flaccid; bedridden or ambulatory. 
They are classed according to items of 
information from their past 
medical history—for example, number of 


derived 


strokes suffered, whether onset of dis- 
ease was slow or sudden, whether there 
was loss of consciousness at the time of 
vascular and 


the cerebral accident, 


whether such conditions as trauma, 


essential hypertension, arteriosclerotic 
heart disease, and diabetes were pres- 
ent. Later, attempts to place patients 
became fre- 


quent. Various functions of the patient 


on ordinal scales more 
are placed on four or five point scales 
and labeled as absent, poor, fair, good, 
and excellent. 

These early nominal and_ ordinal 
classificatory attempts will be discussed 
later in another context. Here we would 
like to point to the large strides that 
have been made in the development of 
truly ordinal scales for measuring dis- 
ability. While, on earlier ordinal scales, 
the ranking of patients was based on 
subjective judgments made by trained 
observers, progress has been made in 
the development of more objective 
means of rating. Various tests have been 
constructed which permit the patient’s 
under 


performance to be observed 
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standardized test conditions. The num- 
ber of items passed on such a test de- 
termines the rank of the patient within 
the population tested. The most widely 
used tests of this kind are the various 
Activities of Daily Living charts,!-? 
which have found their way into almost 
every hospital. ‘These charts list various 
common activities, such as dressing, 
combing the hair, walking with or with- 
out assistance, and so forth. The patients 
are rated on the basis of the sum of 
items that they can perform. 

Deaver and Brown! have made the 
biggest contribution in this field by 
elaborating and _ popularizing their 
A.D.L. chart. Dinken? added the tradi- 
tional scale of joint range of motion and 
adjusted the chart specifically to the 
measurement of a hemiplegic patient’s 
disability. His chart was later somewhat 
changed by Rinzler and associates.t The 
Katz Index® of independence in Activ- 
ities of Daily Living is characterized by 
its simplicity and by the differentiation 
between the patient’s actual perform- 
ance at home and his mere abilities to 
perform in a training or supervised 
situation. 

Similar ordinal scales are being in- 
troduced for rating many other func- 
tions. Brunnstrom and associates® devel- 
oped a classification of the motor 
status of the hemiplegic patient’s upper 
extremity. These authors rejected mus- 
cle strength per se as the criterion for 
grading and used complex reflex pat- 
terns in a sitting position. Another fac- 
tor in this grading is the patient’s ability 
to separate voluntarily individual move- 
ments from the reflex patterns. A speed 
test to indicate the level of reciprocal 
innervation is included. Six levels of the 
functional relationship of the thumb to 
the fingers and the palm are described. 

Thomas and Izutsu’ developed a scale 
for rating the manual dexterity of the 
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disabled patient’s “good” hand. The 
test is constructed specifically for eval- 
uating the work levels of severely dis- 
abled or aged persons. It will probably 
provide better insight into the degree of 
total disablement of the hemiplegic pa- 
tient, including the impairment of his 
cognitive functioning. 

A number of scales for rating lan- 
guage functions are being used by 
speech therapists who work with hemi- 
plegic patients. The long history of con- 
troversial approaches to the explanation 
and classification of aphasia is some- 
what clarified by Schuell and Jenkins’s 
classification system, which is based up- 
on patterns of impairment rather than 
on levels of severity. Working on the 
hypothesis that there is a unidimen- 
sional pattern of language deficit in a 
particular aphasic patient, Schuell and 
Jenkins experimentally developed a 
classification of five groups of aphasic 
patients. For each group, functional di- 
agnostic criteria are given and a high 
predictive value is attached. 

Boone® subjected 75 hemiplegic pa- 
tients to an over-all communication study 
measuring, 
standing of spoken language and nam- 
ing, reading, 
versational ability. He correlated the 


among other things, under- 
writing, speaking, and con- 


results with such measures of intel- 
lectual capacities of hemiplegic patients 
as the Columbia Mental Mortality Scale 
and the Knox Cubes (Arthur Point 
Scale) . 

Boone, as others, is working on the 
development of an aphasia screening 
test which would give a profile index of 
the patient’s residual receptive and ex- 
pressive language functions. Acceptance 
or rejection for speech therapy, treat- 
ment technics, and prognosis will be 
based on test data obtained from such 
a profile index. At the present time, 
aphasia evaluation is highly dependent 
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upon the clinical experience of the 
examiner. Although this scale is only 
in an experimental stage of develop- 
ment, there is already some evidence 
that an objective evaluation of commu- 
nication function would be possible. 

Higher mental processes can now be 
rated with the Columbia M. M. Scale, 
which Shontz!® has standardized for an 
aged hemiplegic population. Unlike ear- 
lier scales for the measurement of 
higher mental functions in hemiplegic 
patients, this scale does not discriminate 
against patients with aphasia. Using a 
hospital rehabilitation population, 
among whom the hemiplegic patients 
constituted the largest number, Nad- 
ler and Shontz!! isolated by means of a 
factor analysis technic five factors which 
are necessary for a _patient’s motiva- 
tional condition. It is expected that ap- 
propriate measurement instruments will 
be developed for each factor so that its 
predictive values for success or failure 
in rehabilitation can be established. 

Some interval scales designed prima- 
rily for the measurement of sensory 
processes in hemiplegic patients have 
been described more recently. As yet, 
however, they have not gained impor- 
tance in any way comparable to that 
gained by the ordinal scales just dis- 
cussed. 

It is well known that a large per- 
centage of hemiplegic patients show 
different degrees of distortion of their 
own body concept as well as distorted 
perception of the space around them, 
especially of the visual space. They show 
occasional disorganization of meaning- 
ful motor performances (apraxia) . 

It is of 
practical interest to be able to define and 
express these abnormalities in compara- 
ble measures and to be able to correlate 
these findings with the patient’s ability 
to walk, care for himself, and earn his 


considerable theoretic and 
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own living. Fink!* was rather successful 
in finding a way to measure objectively 
that which he calls body-image of the 
hemiplegic patient. Further research in 
this area is very promising. 

Bruell and Peszczynski!* described an 
objective measurement of visual space 
disturbances in hemiplegic patients and 
correlated it prognostically with these 
patients’ success in learning to walk. 

Once we have mentioned measure- 
ments of sensory processes, it is worth- 
while to remember that basic statisti- 
cal information about the interdepend- 
ence!* between sensory imvolvement in 
hemiplegia and the duration of hospital- 
ization for rehabilitation purposes is 
known, but it has not been correlated 
so far as its validity for the ultimate 
level of functioning of the individual 
hemiplegic patient. 

Reliability of measurement. Through- 
out the literature, one notices an in- 
creasing awareness of the importance of 
reliable measurement. Measurement is 
considered reliable when various _per- 
sons working independently can assign 
patients to the same classes of a nominal 
scale or rank them in the same manner 
on an ordinal scale. Such agreement is 
possible only if criteria of classifying 
or ranking are spelled out clearly and 
unequivocally. A survey of the literature 
indicates an ever-increasing awareness 
of researchers of the importance of a 
clear and often meticulous statement of 
criteria of measurement. Researchers also 
show increasing awareness of the fact 
that certain criteria favor reliable meas- 
urement, while others, by their very na- 
ture, tend to give rise to disagreement. 
Measurement based on inference, sub- 
jective judgment, and the recall of past 
events is now being avoided wherever 
possible and replaced by measurement 
based on direct observation and test 
scores. 
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In concluding this section on meas- 
urement, we shall point out a weakness 
of most of the studies reviewed by us. 
The theory of measurement considers 
each single measure as composed of a 
true measure and an error. Two main 
sources of error can be specified: the 
error may be due to the person perform- 
ing the measurement or it may be due 
to a temporary deviation of the meas- 
ured entity from its true value. In most 
fields of science, therefore, in order to 
arrive at true values, it is customary to 
have more than one person perform 
measurements. Also, it is customary to 
perform measurements on several occa- 
sions. This accepted scientific procedure 
was not followed in the majority of 
studies we surveyed. As a rule, one per- 
son performed all the measurements, 
and measurements were seldom, if ever, 
repeated. Almost routinely, measures 
of reliability, such as test-retest corre- 
lations, were not presented. It can only 
be hoped that with increasing sophisti- 
cation of workers in the field, these stand- 
ard procedures of science will be general- 
ly adopted. 


Evaluation 


Evaluation by measuring. The term 
evaluating has several distinguishable 
meanings. In one meaning, evaluating is 
synonymous with classifying or rating. 
For example, a patient’s condition is con- 
sidered good because he walks, climbs 
stairs, or cares for himself better than 
the average patient in the same diag- 
nostic group. The operation involved in 
such an evaluation is that of measuring 
—that is, assigning an individual a posi- 
tion on a scale. Therefore, all that has 
been said in the preceding section about 
measuring applies here, too. In general, 
we find that, over the past few years, 
evaluating by subjective standards as to 
what constitutes average performance 
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has given way to evaluating by testing. 

Evaluation of this kind is being ap- 
plied to individuals and to classes of in- 
dividuals. For example, the question 
may be asked whether patients with right- 
sided hemiplegia tend to rank higher 
or lower on a given test than patients 
with left-sided hemiplegia. If statistical 
analysis of the data discloses a difference 
between the groups, the higher ranking 
group is considered better. Simple sta- 
tistical technics for the evaluation of 
ranked data are available, for example, 
the Mann-Whitney U-Test,!® and could 
be applied in such studies. There is no 
doubt that gradually such statistics will 
be used by all workers in the field. Those 
who do not use them today avoid them 
because they believe that highly special- 
ized training is required for the proper 
application of statistics. They do not 
realize how easily their data lend them- 
selves to evaluation by exceedingly sim- 
ple statistical tests. 

Postfactum evaluation. The term 
evaluation is also used when compari- 
sons are made between sets of measure- 
ments. For example, one may compare 
the position of a given patient on a 
nominal or ordinal scale before and 
after treatment and find that he has 
changed classes from bedridden to am- 
bulatory. Comparison of the two meas- 
ures leads one to evaluate him as im- 
proved or his treatment as beneficial. 

Again, this kind of evaluation can be 
applied to individuals and to classes of 
individuals. In the latter case, one usu- 
ally is interested in assessing the value 
of a treatment® or the value of a cer- 
tain preexisting condition for prognosis.? 
For instance, one may want to know 
whether prestroke hypertensive disease 
affects ambulation training. Measures of 
the prestroke condition are correlated 
with measures of posttraining ambu- 
lation. If a significant correlation is 
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found between the two sets of meas- 
urements, one concludes that the pres- 
ence or absence of hypertensive dis- 
ease is a valid predictor of success in 
ambulation training. Many studies of 
this kind have appeared.!® They are be- 
ing carried out with an _ increasing 
awareness that their ultimate value de- 
pends on the reliability of the meas- 
urements of the before and after con- 
ditions. Again, we feel that many of the 
investigations would have gained con- 
siderably if simple statistical tests of 
association, such as the Spearman rank 
correlation coefficient,> had been car- 
ried out routinely. In many cases, this 
would have permitted investigators to 
state in precise terms whether an asso- 
clation the 
they correlated and how significant this 


existed between measures 
association was. 

Prognosis. To prognosticate means to 
foretell the ultimate condition of a pa- 
tient from a knowledge of his present 
condition and past history. We associate 
the patient’s condition with a good or 
bad outcome of the disease. We evaluate 
the patient’s present condition and re- 
to that will be in the 
Obviously, all 


late it which it 


future. prognoses are 
based upon a knowledge of correlations 
existing between conditions. Researchers 
have dealt with the problem of the best 
predictors of successful rehabilitation. 
There is an increasing awareness of the 
fact that the search for the “best” pre- 
dictor cannot be independent from a 
clear specification of criteria of “suc- 
For some, re- 


cessful” rehabilitation. 


habilitation means a return to inde- 


pendent self-care as measured by a 
high score on an A.D.L. test. For others, 
it may mean return to gainful employ- 
ment.!7 It appears that the complexity 
of the function one hopes to restore 
determines the complexity of the meas- 


ures that will predict rehabilitation. No 
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single, simple measure will predict com- 
plex functioning. Probably, a measure 
composed of many subscores of motor, 
sensory, and higher mental functions 
will ultimately have to be used. But, 
such a measure is not yet available. At 
present, in our field, evaluation of the 
prognostic type is more an art!® than 
a science and more a promise!® than a 
reality. To be a science, it will have to 
be securely grounded in the kind of 
postfactum evaluations which have been 
discussed in the preceding paragraphs, 
that is, in empirically established correla- 
tions. 


Conclusions 


In the last two decades, many studies have 
dealt with the measurement and eval- 
uation of disability in hemiplegic pa- 
tients. We have reviewed this literature, 
and, in the present paper, have com- 
mented less on specific findings of the 
many investigators and more on the for- 
their studies. In the 
measurement of disability, we have 
found a clear trend away from clinical 
judgment and toward the use of tests. 
Criteria for classifying and ranking pa- 
tients are being specified with increasing 


mal aspects of 


preciseness, thus rendering measure- 
ment more reliable. The use of tests has 
also contributed to a more precise eval- 
uation of recovery from a_ cerebral 
vascular accident. 

Many studies have attempted to eval- 
uate the factors which prognosticate 
successful rehabilitation. The field is 
growing and rapidly adopting more 
exacting scientific methods, but, in retro- 
spect, it is our feeling that the quality 
of many studies could have been im- 
proved had simple statistical tests been 
applied to the data more frequently. 
Paper supported by grant B-1041 from the Na 
tional Institute of Neurological Diseases and 
Blindness, United States Public Health Service. 
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fH Institutions for the aged are impor- 
tant satellites in the community orbit of 
medical care. In the United States alone 
there are about 25,000 nursing homes 
with 450,000 beds and about 1,500 homes 
for the aged with 100,000 beds. Such 


e 
Med I C a | ro | es homes, efficiently managed, answer some 


of the problems of good medical care 


in in st | t u t f 0 n § for the aged. They relieve the acute bed 


shortage in general hospitals and offer 
f th d a low-cost haven for the elderly and 
or e age chronically ill of a community. In ad- 
dition, the medical roles in these insti- 
tutions are a ready measure of the avail- 
able medical care and the concern of the 

RAYMOND HARRIS, M.D. community for its older citizens. 

ALBANY, NEW YORK Experience with the aging as a phy- 
sician, community leader, and assistant 
medical director at the Ann Lee Home, 
a county welfare home in Albany, leads 
me to consider medical roles in insti- 


The four important medical roles tutions for the aged as fourfold: (1) pa- 
in institutions for the aged are dis- tient care and services, (2) medical 
cussed including (1) patient care education and teaching, (3) community 
and services, (2) medical education leadership, and (4) research. 


and teaching, (3) community lead- 
ership, and (4) research. Emphasis 


1. Patient Care and Services 


is also given to such basic medical In a Swedish movie, “Wild Straw- 
problems as essential admission berries,” Dr. Borg, a distinguished 78- 
and follow-up examinations, func- year-old medical professor, is asked, 
tional and organic illnesses, mental “What is a doctor’s first duty?” When he 
disorders, alcoholism, and rehabili- fails to reply, the examiner supplies, 
tation. “Forgiveness”. I would disagree. To me, 


a doctor’s first duty is care and service 
to people in health and in disease. It is 
also his primary duty in institutions for 
the aged where his worth to the patient 
RAYMOND HARRIS is assistant medical di- and the home depends on how well he 
rector and attending cardiologist, Ann discharges this responsibility. 
Lee Home, Albany, New York. His service in such an institution de- 
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pends on his interpretation of old age 
and his professional competence. The 
former is influenced by his appreciation 
of the cultural and medical aspects of 
old age; the latter, by his training and 
experience. The physician has the status 
and prestige to set the high standards so 
essential for health, happiness, and con- 
tentment in homes for the aged, but his 
success depends on his skill in human re- 
lations. He has the training and tech- 
nics to reduce illness and disability, but 
his ability to help the patient medically 
depends also on the resources of the 
home and community. The physician 
therefore works with the other personnel 
and community service agencies to estab- 
lish the social, educational, and recrea- 
tional opportunities which enrich later 
life and enhance medical therapy. 

Admission Duties. One basic medical 
duty is the review and evaluation of the 
patient’s preadmission medical history as 
well as a complete physical examination 
to see if the home provides the care re- 
quired by the applicant. If the patient is 
accepted, the physician uses this evalua- 
tion to plan a program and specific thera- 
py. A patient who cannot be cared for in 
the institution should be referred to an 
appropriate agency or a central referral 
and counseling service for aged persons. 
Where no central agency exists, the 
home should maintain a name and ad- 
dress file of family service agencies, pub- 
lic welfare departments, hospitals, nurs- 
ing and convalescent homes, other homes 
for the aged, and homemaker and house- 
keeping services. 

In some instances, the initial history 
and physical examination are performed 
after admission. Welfare homes, like the 
Ann Lee, are often forced to accept any 
indigent elderly person, often without 
preadmission examinations or forms. 
Some patients are taken directly from 
their shabby rooms to the home; more 
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often they are transferred from general 
hospitals or other homes. 

Our laboratory screening tests on ad- 
mission include a complete blood count, 
urinanalysis, urea nitrogen, postprandial 
blood sugar, blood cholesterol, electro- 
cardiogram, and chest film. A clinical 
laboratory in an old age home proves 
useful, but often it is simpler and less 
expensive to send specimens to local, 
established laboratories on a contract 
basis. The advent of mail laboratory 
service offers new vistas in low-cost lab- 
oratory service. Diagnostic equipment, 
such as x-ray and _ electrocardiograph 
machines, should be in the home or 
easily accessible. 

Routine chest films of elderly patients 
newly admitted to the Ann Lee Home 
have uncovered a high incidence of pul- 
monary disease, usually unsuspected 
tuberculosis. Many have been food 
handlers or have worked in restaurants 
as waiters or dish washers. 

For maximal physical and mental 
health, similar thorough examinations 
should be performed annually since 
organs age at different rates and other 
diseases may develop. Laboratory tests 
insure better evaluation of the altera- 
tions of age, such as cellular atrophy, 
decreased glandular function, changes in 
cell growth and tissue repair, reduced 
production of immune bodies, central 
nervous system degeneration, and homeo- 
stasis impairment. As the margin be- 
tween sickness and health narrows with 
age, these examinations also assist the 
physician to prescribe a preventive and 
therapeutic geriatric program which 
preserves his patient’s health, retards 
senescence, and controls disease. 

Functional Illness. Proper medical 
management of the older person pre- 
sumes knowledge by the physician of 
these spontaneous tissue and organ 
changes and awareness by him of the 
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medical and psychologic problems of 
aging. But in an institution for the aged 
where the majority have entered be- 
cause of economic, social, physical or 
mental factors, even greater understand- 
ing of the whole person, his physical 
needs and emotional requirements is re- 
quired of the geriatrician. He must often 
prescribe for elderly persons with a 
multiplicity of complaints but little or- 
ganic illness. Here age, not disease, may 
be the nutrition, 


culprit! Adequate 


graded physical activity, reassurance, 
and recreational therapy prove useful 
in this situation. The elements of good 
nutrition for the elderly have been dis- 
cussed elsewhere and will not be re- 
peated.? Supplementary vitamins, iron, 
calcium and hormonal glandular sup- 
plements are useful. Graded _ physical 
activity frees stiffening joints, restores 
joint and muscle function, and im- 
proves equilibrium. Social and _ recrea- 
tional therapy, together with good fel- 
lowship, helps the complaining elderly 
patient with or without organic disease 
to feel happier and better. 

Organic Illness. The physician in in- 
stitutions for the aged also encounters 
many patients with acute and chronic 
brain 
the 
tf commonest illnesses of old age. They 


illnesses. Cardiovascular disease, 


disorders, cancer, and arthritis are 
are frequently multiple, far advanced, 
and often beyond help or hope. Treat- 
ment is usually palliative and poor. 
Mental Disorders. The 
mental disorders is greater in physically 
ill elderly 
healthy 


incidence of 


people than in 
the 


physically 


aged. Because physically 


healthy aged get around, make new 
friends, and can help themselves, they 
are under less psychic stress. ‘The physi- 
cally handicapped aged, on the other 
hand, cannot care for themselves, lose 
their independence and become frustrat- 


ed, depressed, and even suicidal. The 
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greater incidence of mental illness is 
obvious in the physically disabled pa- 
tient with chronic brain syndrome caused 
by cerebral arteriosclerosis, infections 
such as syphilis and tuberculosis, or 
toxic damage following alcoholism or 
avitaminosis. 

Less apparent but equally disabling 
are the distressing symptoms of psychi- 
atric disorders arising from functional 
brain disease, and the more subtle dis- 
integration of the psyche induced by the 
apathy, the dull routine of institutional 
living, and the withering of interests. 
These include depressions, extreme sad- 
ness, loss of initiative, difficulty in think- 
ing, loss of appetite, irritability, weak- 
ness, and fatigue. Patients with extreme 
depressions may develop delusions and 
hallucinations of an auditory or visual 
nature. If the depression is accompanied 
by a marked degree of anxiety, the pa- 
tient may respond with an increased 
motor activity of an agitated depression. 
Potentially suicidal or destructive pa- 
tients are transferred to a mental hospi- 
tal, but disturbed elderly people neither 
suicidal nor destructive, can remain in 
the old age homes properly designed to 
care for them. 

Vague complaints are the most com- 
mon symptoms of mental disorder in the 
aged. Any with 
older people understands the signifi- 


physician concerned 
cance of these minor complaints, for 
they are clues to the psychic condition 
of the patient which a_ prophylactic 
geriatric program can alleviate.* Panics, 
rages, anxieties, and resentment may pre- 
sage the psychic reaction of the patient 
to the home. Complaints about food may 
mean he feels neglected or uncertain 
about his status. Even the doctor him- 
self may come under attack by the pa- 
tient for permitting his illness to de- 
velop. 

The psychologic stresses of older peo- 
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ple incapacitated by illness or advanced 
age include fear of death, greater dis- 
ability, or pain and apprehension over 
financial security, spread of disease, or 
neglect by family.* Additional mental 
stresses are loneliness following the loss 
of friends, withdrawal and disengage- 
ment from the social system, and the dis- 
appearance of goals or a future. Often 
the pattern of senility which begins with 
the slow disintegration of social life due 
to loss of friends and increasing diffi- 
culties in walking progresses to psycho- 
logic impairment and confusion, even 
without significant organic brain disease. 

Although these psychologic problems 
may require a psychiatrist, the experi- 
enced doctor in an old age home can 
help. With drug therapy and _ reassur- 
ance, the physician can ease the psycho- 
logic unrest of his anxious patient and 
train the patient to identify with and 
rely on him. In addition, he can use 
ventilation and group therapy technics 
and the companionship of other ad- 
justed residents to overcome psychologic 
trauma associated with aging or admis- 
sion to an old age home. 

Alcoholism. Alcoholism is a significant 
problem in old age institutions. Many 
elderly people drown their sorrows in 
alcohol, dissipating meager incomes and 
neglecting food and health. They then 
enter old age homes with social, surgical, 
and medical complications of alcohol- 
ism, including brain damage, liver dis- 
ease, and neurologic damage. A_ fair 
number are admitted with fractures re- 
sulting from falls during alcoholic de- 
bauchery. 

The basement of the Ann Lee Home 
lodges about 143 social derelicts who 
cannot or will not care for themselves 
in the community. Two-thirds are quiet 
little old gray men without homes or 
family. One-third are advanced alcohol- 
ics who obtain their liquor in devious 
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ways. The more enterprising become 


entrepreneurs who purchase alcohol in 
the city or in the near-by taverns and 
then sell it at the Home against regula- 
tions. One such entrepreneur special- 
ized in selling 50-cent pints of port sherry 
wine for $1.00 and earned $450 in two 
months before he was caught. 

Geriatric Rehabilitation. Rehabilita- 
tion in institutions for the aged adds a 
new concept to the medical care of the 
elderly. Many ill patients respond poorly 
to tréatment in the other institutions of 
the community medical orbit and are 
sent for terminal care to welfare homes 
like the Ann Lee Home. With proper 
re-evaluation, selection, and intensive 
medical and rehabilitation therapy a 
goodly number in our Home have been 
salvaged from the junk heap of chronic 
illness to become self-sustaining and self- 
caring within the limited protective en- 
vironment of our institution. Naturally, 
the range of rehabilitation depends not 
only on the patient’s physical and mental 
condition but also on his motivation. 
With proper incentives, elderly persons 
formerly confined to bed have become 
wheel chair and even ambulant patients. 
Where the patient’s condition, motiva- 
tion, and family situation are favorable, 
complete rehabilitation has proved fea- 
sible and the patient has returned to his 
family in the community. Such complete 
rehabilitation appears even more _ prac- 
ticable in private nursing homes catering 
to patients from a higher economic 
background. Our experience, like that of 
others, indicates geriatric rehabilitation 
is not only practical and necessary to 
solve the problems of medical care and 
costs but also provides greater interest 
and experience to the medical and nurs- 
ing staffs and new hope and happiness 
to the patients. 

Case Studies. The following 3 cases 
illustrate several rehabilitation problems 
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at the Ann Lee Home. They show how 
rehabilitation facilities and therapy in 
institutions for the aged benefit many 
patients who would otherwise require 
more expensive nursing care and assist- 
ance in bed. 

Case 1. D. K., born September 16, 1885, 
tripped and fell at home. She remained 
alone in her apartment for one week, 
when a welfare social worker, calling on 
her neighbor, her hobbling 
around trying to care for herself. She was 
admitted to the Ann Lee Home on June 
2, 1959, where dis- 
closed a four-week-old comminuted frac- 
ture of the left femur with impaction 
She was examined by Dr. 


found 


roentgenograms 


(figure I). 
Policoff of the physical therapy depart- 
ment. Since the patient refused surgery, 
non-weight bearing and left crutch walk- 
ing exercises were begun. Two weeks 
later, she began parallel-bar exercises 
and then gait training. Although her 
balance was poor, her motivation was 
excellent and she progressed well. 
Finally she was persuaded to undergo 
surgery at St. Peter’s Hospital where on 
September 23, 1959, an artificial Moore’s 
prosthesis was inserted to replace the 
fractured left femoral head (figure II). 
Returning to the Ann Lee Home for 








further rehabilitation, she resumed range 
of motion activities for her lower ex- 
tremities and then partial weight bearing 
and gait training in parallel bars. By 
December 16, 1959, she could walk in- 
dependently with an old-fashioned cane 
and was ready for a boarding home. 

This case demonstrates successful re- 
habilitation of a 74-year-old woman with 
a hip fracture, a common injury after a 
fall due to loss of balance, tripping on a 
rug, sliding on an icy pavement, or al- 
coholism. 

Case 2. A. P., a 63-year-old woman, 
came to the Ann Lee Home from a hos- 
pital on April 15, 1958, with a right 
spastic hemiplegia and expressive aphasia 
due to rheumatic heart disease and cere- 
bral emboli. Blood pressure was 120/80. 
Her chest roentgenogram revealed peri- 
cardial calcification of the left and right 
borders (figure III); and her electro- 
cardiogram, auricular fibrillation, and 
left heart strain. 

Initial treatment included digitaliza- 
tion, proper positioning in bed and pas- 
sive range-of-motion exercises for the 
right upper and lower extremities. Chair 
treatment began on April 28, 1958 and 
parallel-bar work on May 12, 1958. 
Since she moved her paralyzed side much 





FIG. 1. Fracture of left hip. 





FIG. 1. Prosthesis replacing left femoral head. 
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FIG. 11. Rheumatic valvular heart disease with 
pericardial calcification. 


better in the erect position between the 
parallel bars than when she lay flat in 
bed, parallel-bar work was encouraged 
more than bed exercises. A splint main- 
tained proper positioning of her hand. 

This program was carried out under 
much difficulty. At first the patient was 
not very enthusiastic and became emo- 
tionally upset and fatigued easily but 
later cooperated better. Keystone splints 
were applied to legs to facilitate walking 
on June 2, 1958. An elastic support was 
used on September 26, 1958, to help her 
clear the floor with the foot while she 
was walking. On July 9, 1958, transfer 
of hand use and handwriting were 
started. The patient continued walking 
with a Canadian cane. By July 1959 she 
was able to communicate well as her ex- 
pressive aphasia became relatively min- 
imal. Her equilibrium and balance im- 
proved. By November 11, 1959, she 
walked with a four-leg cane and required 
no assistance. Her right arm was sup- 
ported in a sling. Knitting was suggested 
to improve right-hand activity. 
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She is now able to care for herself but 
remains at the Ann Lee Home because 
her son, daughter-in-law and their 5 
children have no room in their small 
apartment for her. 

Hemiplegia due to stroke is very com- 
mon at the Ann Lee Home and institu- 
tions for the aged. As shown, such pa- 
tients can be rehabilitated to care for 
themselves. 

Case 3. T. F., a 50-year-old man em- 
ployed at the Ann Lee Home, was burned 
severely in 1956 when he became drunk 
in the nearby woods. Firemen found him 
when they extinguished the forest fire 
ignited by his cigaret and rushed him 
to the Albany Hospital. Both legs were 
indurated and covered with third-degree 
burns. First-, second-, and third-degree 
burns were present on the buttocks, per- 
ineum, genitals, and abdomen. The 
total burn area was estimated at about 
30 per cent. 

On May 28, 1956, bilateral amputa- 
tions were performed below the knees 
and, on June 16, 1956, split-thickness 
grafts from the abdomen were applied 
to the left thigh, buttocks, and scrotum. 
A week later similar grafts were applied 
to the right thigh and buttocks. The 
back was grafted on August 2, 1956. 

An intravenous pyelogram showed 
early bilateral hydronephrosis and a 
neurogenic bladder. A bladder calculus 
was removed on September 7, 1956. 

On January 29, 1957, the patient be- 
came depressed and a psychiatric con- 
sultation was necessary. On March 1, 
1957, wearing of artificial limbs was at- 
tempted without success. That same 
week, 6 teeth were extracted. On April 
14, 1957, the patient had a mild epilep- 
tic seizure. In 1958, additional grafts 
were applied and, toward the end of the 
year, the patient began active physical 
therapy. 

He returned to the Ann Lee Home 
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on November 19, 1958, for further re- 
habilitation. The right stump graft was 
well healed, the left stump graft still 
healing. Range of motion activities and 
exercises for the arms and lower extrem- 
ities were ordered. A Balkan frame was 
attached to his bed to facilitate move- 
ment and he was transferred daily from 
bed to chair and back to bed. On 
March 20, 1959, more skin was grafted 
at the Albany Hospital. By October 15, 
1959, ambulation in parallel bars was 
begun. The patient was taught to walk 
on his knees and to concentrate on bal- 
ancing. At first he complained of back 
and leg pains but soon he was able to 
tolerate weight bearing for a few min- 
utes at a time. Motivation remained 
excellent. By 1960 he could walk two 
hours at a time with short rest periods. 

In the future the patient will be fitted 
with a pair of knee-bearing, adjustable- 
height pylons. The weight-carrying sur- 
face will be molded rubber and the 
thigh corset, plastic and leather. Knee 
joints of the brace type with locks will 
be installed. As gait and stability im- 
prove, the prostheses will be lengthened 
approximately one inch at a time until 
the patient’s height reaches 5 feet 10 
inches. 

This rehabilitation problem stems 
from alcoholism which, as pointed out, 
is a major problem in some institutions 
for the aged. Efforts to rehabilitate him 
may prove futile because of his alcohol- 
ism. 

Medical Coordination. The physician 
in the institution for the aged also 
doubles as a medical coordinator to im- 
prove the care and services available to 
patients by integrating the services of 
his institution with those of other com- 
munity agencies, thereby reducing dupli- 
cation of procedures and useless high 
cost of hospitalization. He also maintains 
communication with the patient’s own 
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physician and encourages his social ser- 
vice staff to solve the family problems 
which originally led to admission. 


2. Medical Education and Teaching 


Teaching is an important role of the 
physician often overlooked in an insti- 
tution for the aged. These homes, 
stocked with abundant clinical material, 
offer students and doctors a rare op- 
portunity of caring for patients and ac- 
quiring essential experience in the 
processes of aging and the medical prob- 
lems of older people. 

Many physicians evince little interest 
in aging because their hospital or medi- 
cal school education failed to prepare 
them for this phase of medicine. During 
training their experience with aged per- 
sons instilled little respect for sick older 
people who may be more demanding, 
querulous, and complaining than 
younger persons. Characterized by long 
histories and short memories, the sick 
aged respond slowly to treatment; pallia- 
tion rather than dramatic cure is their 
lot. Such patients become stereotypes and 
create a misleading image of the normal 
senior citizen which prejudices inexperi- 
enced interns and residents in acute 
general hospitals. A month or more in 
a good home for the aged under the 
supervision of a competent medical 
teacher will not only cure the young 
doctor of this disrespect but also help 
him to comprehend the multiple medi- 
cal problems of older people and to ap- 
preciate their social, economic, recrea- 
tional, and religious needs. 

Formerly medical schools shared the 
blame for this lack of interest in the 
arena of aging because full teaching 
schedules led them to shirk comprehen- 
sive instruction in geriatrics, but more 
recently they have encouraged a growing 
concern in problems of the aging. They 
are using more homes for the aged for 
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instruction and devoting more attention 


a geriatric population. 

These trends in medical school educa- 
tion in geriatrics pose new questions con- 
cerning the quality of the program and 
the ability of the students to profit from 
it. The need to appraise the geriatric 
teaching program arose recently at the 
Ann Lee Home. A short questionaire to 
evaluate the 4 weekly geriatric sessions 
at the Home was distributed to junior 
medical students. Only a handful dis- 
played some insight into the ‘problems 
of the geriatric patient. Most of them 
visualized aged patients only in a ward 
bed of a modern teaching hospital or a 
Veterans Administration hospital. They 
did not consider the county welfare home 
a real medical facility. Their answers to 
the question, “What do you consider the 
role of a doctor in an old age home?” 
indicated they considered him a cus- 
todian of old people in a building not 
quite up to the medical standards of a 
modern hospital. 

These disturbing results are not solely 
due to our teaching program since medi- 
cal instructors in other schools note a 
similar reaction to geriatrics by their 
students. They raise many questions: 
Can young doctors or medical students 
with a limited background in life effec- 
tively communicate with or understand 
the older person with a different experi- 
ence in life? Is the age difference an in- 
surmountable barrier between the older 
patient and a young doctor? Are older 
doctors better able to teach the insight 
into aging that the art of medicine re- 
quires? My guess is that humility and 
the general interest of the young doctor 
in his older patient can compensate for 
youth’s lack of complete understanding 
for age but that the other questions re- 
quire much broader study. 

The doctor’s teaching role also ex- 
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tends to volunteers in aging. Volunteer 
Red Cross workers and others spend 
much time and energy in old age homes 
and can be taught how to use their 
native assets, friendliness, cheerfulness, 
and abilities to help the residents. They 
can be shown how simple errands, ad- 
ministration of fluids, combing of hair, 
taking patients for rides, companion- 
ship, and just plain friendly gossiping 
will encourage the older person to re- 
gain his interest in life. Volunteers can 
often suggest improvements to make the 
institution more comfortable and pleas- 
ant. Their use under professional guid- 
ance makes an old age institution a 
home in every sense of the word. The 
doctor should not only tell these volun- 
teers what is expected but also praise 
the value of their contributions. 


3. Community Leadership 


The responsibility of the doctor in an 
old age home does not end with the 
medical opinion and treatment required 
by the aged patient. The trust, confi- 
dence, respect, and status accorded him 
by his patients and his community obli- 
gate the physician to expand the health 
resources of his community. 

At the National Leadership Training 
Institute in preparation for the 1961 
White House Conference on Aging I 
described experiences and methods for 
awakening community awareness in 
aging and developing community facil- 
ities for better health of the aged.® Each 
doctor must devise his own methods 
based on the mores, traditions, and 
power structure of his own community. 
Although progress may ‘be slow and 
hard, the physician driven by his respon- 
sibility of community leadership will find 
the struggle educational and rewarding. 
He can play a fundamental role in 
arousing his community to provide im- 
portant ancillary services, such as sen- 
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ior citizens centers, friendly visiting ser- 
vices, counseling services, adequate sen- 
ior citizen housing projects, meals on 
wheels, organized home care, and many 
other services that keep older people in 
their own homes. Valuable assistance 
can often be obtained from the local 
social welfare departments,. the county 
medical society, council of community 
services, Red Cross and other community 
volunteer organizations. 


4. Research 


Research in aging, another important 
medical role of the physician in institu- 
tions for the aged, requires the desire 
for the truth and the stimulus of in- 
quiring minds. The physician can _per- 
form important research in his old age 
home by analyzing, classifying, and study- 
ing his clinical material. At the Ann Lee 
Home we are investigating cardiovascu- 
lar dynamics, normal blood pressure, hy- 
pertension, heart failure, and drug 
treatment of the aged. 

Social scientists long ago staked their 
research claims in the field of aging. 
They have made significant strides in 
acquiring data on the social, economic, 
educational, industrial, and allied prob- 
lems engendered by a burgeoning pop- 


ulation of advancing age. The average 
physician can no longer isolate himself 
from the disturbing eddies of socioeco- 
nomic problems of the aged which lap 
at the foundations of private medical 








practice in the United States. Doctors in 
old age homes must also study these 
problems so that they—capable physi- 
cians with the background of the prob- 
lems of private practice and old age— 
can intelligently form and express their 
own opinions. This requires joint re- 
search by physicians and social scientists. 
The physician in the old age home can 
use local resources in such interdisciplin- 
ary sociomedical research. We have at- 
tempted this by forming a Center for the 
Study of Aging whose board includes 
physicians, anthropologists, sociologists, 
and a physicist. Similar organizations of 
physicians and other scientists concerned 
with interdisciplinary research in aging 
can be easily duplicated elsewhere to 
study the multiple facets of aging in 
their own communities. 
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A new antiapathy 
agent for 
geriatric patients 
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A new drug, hexacyclonate (W 
1597), was administered in a 
double-blind study to 36 patients 
with depressive states, cerebro- 
arteriosclerotic deterioration, con- 
fusion, and apathy. Twenty-seven 
patients showed excellent or mod- 
erate improvement in subjective 
sympatomatology; 9 showed mini- 
mal or no improvement. Younger 
patients, chiefly those with anxiety 
and depression, obtained greater 
benefit than older ones. 


EUGENE J. CHESROW is medical superin- 
tendent; JosEPH Pp. MuscI is director, 
Department of Clinical Investigation 
and Research; and RAOUL W. SABATINI 
is attending clinical psychologist, Oak 
Forest Hospital of Cook County, Chi- 
cago. SHERMAN E. KAPLITZ is attending 





psychiatrist, Cook County Hospitals. 
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HM Clinicians have long realized the po- 
tential usefulness of central nervous sys- 
tem (CNS) stimulants in treating hos- 
pitalized patients with chronic disease 
and those with arteriosclerotic or senile 
brain changes. Caffeine and ephedrine, 
the first stimulants employed for this 
purpose, proved of little value because 
they tended to make the patient nervous 
and tremulous. More recently, ampheta- 
mines, dextro-amphetamines, nicotinic 
acid, methyl-phenidylacetate,! and other 
preparations? were used, but their val- 
ue was overshadowed by their side ef- 
fects, which included nervousness, trem- 
ulousness, hypertension, anorexia, and 
insomnia. Quite recently a group of new 
drugs known as psychic energizers or 
monoamine oxidase inhibitors were in- 
troduced, but were found more useful in 
patients who were severely depressed 
than in those who were apathetic, chron- 
ically ill, or aged. 

In one of the first reports to appear on 
pentylenetetrazole, Chesrow and associ- 
ates reported that it produced significant 
improvement in patients similar to those 
just described.® Since then, many reports 
have appeared on the use of this drug, 
both alone and in combination with 
other drugs, one of which was nicotinic 
acid.? All reports seemed to indicate that 
the drug produced moderate results. 

Meanwhile, there was interest in the 
development of new CNS stimulants, 
since “the older ones appeared satisfac- 
tory for only a limited therapeutic field. 
An effective drug was also needed to 
counteract the CNS depression frequent- 
ly induced by the landslide of potent 
tranquilizing drugs that had become 
available. From this research there 
emerged the drug hexacyclonate, W1597, 
which forms the basis of this report. 








Chemistry and Pharmacology 
Hexacyclonate is a white, crystalline 
compound that is freely soluble in water, 
soluble in alcohol, but nearly insoluble 
in ether. A 5 per cent aqueous solution 
of the compound has a pH of 7.35. 
Chemically, it is sodium 3,3-pentameth- 
ylene-4-hydroxybutyrate; its structural 
formula is as follows: 





CH, CH.OH 


ie 
C 


CH,——— CH, CH,COONa 


Pharmacologically, hexacyclonate ex- 
erts a stimulating action on the central 
nervous system which, qualitatively, 
closely resembles that of pentylenetetra- 
zole; quantitatively, however, it produces 
a much more potent effect. Administered 
to the intact animal, hexacyclonate 
causes tonic-clonic convulsions. It pro- 
duces similar convulsions in decerebrat- 
ed, but not decapitated cats, which can 
be blocked by ligation of the cranial ar- 
teries previous to administering the 
drug. These findings indicate that hexa- 
cyclonate acts mainly on the brain, in- 
cluding the medullary centers. It also ap- 
pears to affect the neuromuscular junc- 
tions since spasmodic movements are 
seen after complete curarization of the 
animal. 

Its analeptic effect was tested in a num- 
ber of ways against various CNS depres- 
sants and in comparison with other CNS 
stimulants. In these tests, hexacyclonate 


antagonized pentobarbital and avertin- 


sedation in rats and mice, but did not 
antagonize the sedation produced by 
either chlorpromazine or reserpine. It 
produced effective respiratory stimula- 
tion when the respiratory center was 
depressed by barbiturates, chloralose, 
urethane, and morphine. In normally 
anesthetized dogs, hexacyclonate had 
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practically no effect on blood pressure, 
and appears to be rapidly metabolized 
by the body. Toxicity studies definitely 
indicate that it has a wide margin of 
safety and practically no cardiovascular 
side effects. 


Clinical Study 


Thirty-six patients with definite evidence 
of apathy and mental changes associated 
with depressive states, anxieties, and se- 
nile arteriosclerotic deterioration were 
selected. Of this group, 14 patients were 
women and 22 were men. Ages ranged 
from 29 to 88 years with an average of 
64.7 years. In 17. patients, the largest 
single diagnostic group, apathy was part 
of the general mental changes associated 
with cerebral arteriosclerosis. Ages of 
this group ranged from 59 to 86 years, 
with an average of 72.5 years. In the re- 
maining 19 patients, apathy was associat- 
ed with anxieties and depressions. These 
patients ranged in age from 29 to 80 
years, with an average of 54.5 years. 

All previous CNS medications were 
discontinued before the start of the in- 
vestigation. Complete physical, neuro- 
psychiatric, and psychologic examina- 
tions were performed on each patient 
before initiating treatment, and were re- 
peated during the course and at the com- 
pletion of the investigation. Blood pres- 
sure readings were recorded twice week- 
ly. Laboratory tests, including complete 
blood counts, sedimentation rate, urinal- 
ysis, and nonprotein nitrogen were done 
before, during, and after completion of 
the study. Liver profile tests were per- 
formed on a random group of 8 patients. 

Specialized psychologic testing was per- 
formed by our clinical psychologist on 10 
patients with cerebral arteriosclerosis 
and on 8 with anxieties and depressions. 
Ages ranged from 38 to 74 years, with an 
average of 59.6 years. An original test for 
mental capacity, known as the Raven- 
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Progressive Matrices, Form B, was com- 
pleted by each patient; all were found to 
be of average normal mentality. The Per- 
sonal Audit Form LL, inaugurated by 
C. R. Adams and W. M. Leeply, was used 
to obtain an objective index of personal- 
ity and an indication of present and po- 
tential maladjustment. The personality 
traits and their opposite extremes in- 
cluded in this test were: seriousness(ser) 
— impulsiveness (imp), firmness (fir) — in- 
decision (ind), tranquility (tra) — irrita- 
bility (irr), frankness (fra) — evasion 
(eva), stability (sta) — instability (ins), 
tolerance (tol) — intolerance (int), steadi- 
ness (ste) — emotionality (emo), persist- 
ence (per) — fluctuation (flu), content- 
ment (con) — worry (wor). See figure. 

Another test that was used was the 
S.R.A.-Form AH, as devised by R. N. 
McMcurry and J. F. King. This efficiency 
test measures the patient’s general in- 
telligence, sometimes called the aptitude 
to learn, and his ability to solve prob- 
lems, to foresee and plan, to use initia- 
tive, and to think quickly and creatively. 
The results of this test obtained before 
the beginning of the study and on its 
completion are noted in table 2. 

The subjects were divided into 2 
groups. One group was given hexacy- 
clonate for thirty days, the other a place- 
bo. At the end of this period, both 
groups were retested and were then 
transferred to the opposite medication 
(placebo or hexacyclonate) for an addi- 
tional thirty days. All information re- 
garding the type of drug the patients 
were receiving was purposely withheld 
from the neurepsychiatrist and psychol- 
ogist. A 50-mg. tablet of hexacyclonate 
was administered 3 times daily, as was a 
placebo identical in appearance. 


Results 
In considering the results of our study, 


particular stress was placed on the pa- 
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Over-all Subjective Response 











TABLE | to Hexacyclonate 
Results Number of Per cent 
patients 
Marked 23 63.9 
Moderate 4 11.1 
Minimal 7 193 
None 2 haa 
Totals 36 100.0 











tient’s general apathy, mood, interest, 
physical and mental activity, sense of 
well-being, and behavior. Improvement 
in these criteria was determined weekly, 
summarized at the end of the evalua- 
tion, and reported in table 1 as marked, 
moderate, mild, and none. Marked and 
moderate results were generally clear-cut 
and, therefore, can be grouped together; 
27 (75 per cent) patients exhibited im- 
provement of this degree. Minimal im- 
provement was often questionable and, 
therefore, should be combined with the 
results of the group that did not show 
improvement; 9 (25 per cent) patients 
were in these categories. As might be 
expected, the younger patients, chiefly 
those with anxiety and depression, 
showed a better response, with 85 per 
cent marked or moderate improvement, 
than the older ones with cerebral arteri- 
osclerosis, who showed 65 per cent 
marked or moderate improvement. 
Average results of the psychologic tests 
completed by the group of 18 patients 
before the beginning of the study and 
after receiving the drug and placebo are 
shown in the figure. As will be noted, 
there is a tendency for the personality 
traits to be closer to the midline (50 
percentile) following administration of 
the drug. This indicates, of course, that 
the patients’ general personalities im- 
proved while receiving hexacyclonate. 
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p Raw score Percentile 
- Before | After | Control Before | After | Control 
| | 
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In this test, the more serious and cautious 
patient tended to become more talkative 
and impulsive, and the indecisive pa- 
tient with poor concentration and eval- 
uation, more cooperative, poised, and 
confident. Concentration and evaluation 
were improved and recreational activi- 
ties were wholesome and_ worthwhile. 
The patients who were evasive, who 
were apt to “pass the buck,” became 
more conscientious and willing to accept 
responsibilities. Stability and instability 
remained about the same, although 
there seemed to be a general trend to- 


ward stability. There was little altera- 


tion in emotionality, although these pa- 
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tients did become more persistent in 
interests with less 


There 


their attitudes and 
fluctuation in their 
little change in contentment or worry. 

As indicated by increases in the post- 
treatment mean scores of the S.R.A- 
Form AH test (table 2), hexacyclonate 
brought a definite improvement in the 
ability to solve problems, to foresee and 
plan, to use initiative, and to think more 
quickly and creatively. In general, these 
results indicated better over-all efficiency. 

No significant changes were noted in 
regard to the weight, blood pressure, or 
pulse. Thirty patients maintained their 
original weight with normal variations. 


ideas. was 
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Although the drug did not appear to 
possess an anorexigenic effect, 4 patients 
lost from 5 to 7 pounds. Two patients 
gained weight: one, 514 pounds, the 
other, 814 pounds. Blood-pressure read- 
ings did not vary in 26 patients. Eight 
patients had a slight decrease; 2 showed 
an increase, although the variations in 
the latter were noted before they were 
placed on the drug. No respiratory 
changes were noted. 

According to laboratory studies which 
were done at one- to two-week intervals, 
2 patients exhibited a mild leukopenia 
with no apparent clinical effects. Six pa- 
tients showed a slight decrease in per- 
centage of hemoglobin, and 14 patients 
had a hemoglobin increase of 5 to 25 
per cent. Among these, 10 patients had a 








proportional increase in the hematocrit; 
urinalysis and nonprotein nitrogen re- 
mained practically unchanged. Eight pa- 
tients chosen at random were given liver 
profile tests including nonprotein nitro- 
gen, total protein, albumin, globulin, 
gamma globulin, alkaline phosphatase, 
icterus index, cephalin fluctuation, and 
thymol turbidity, with no significant 
changes. Three patients had a slight in- 
crease—up to 9.9—in the icterus index, 
without clinical evidence of jaundice. 
The first increase was noted at the end 
of treatment in 1 patient and one week 
after the end of the treatment in the 
other 2. The icterus index returned to 
normal within three to six weeks after 
the medication had been discontinued 
in all 3 patients. 


RESPONSE IN MENTAL EFFICIENCY (M.R.T.) 





TABLE 2 FOLLOWING THE USE OF HEXACYCLONATE 
Pretreatment results Post-treatment results 
Number Raw Percentile | Raw | Percentile } Percentile 
patients | score | score* | score | scoret change 
| | : 

| 30 | 4.00 | 35 | 8.00 4.4.00 

2 29 3.00 33 | 6.00 +3.00 

3 26 | 2.00 | 29 3.00 +1.00 

4 | 30 | 3.75 | 34 6.00 +3.00 

5 | 15 0.50 30 3.75 4295 

6 15 | 0.50 20 | 0.75 +0.25 

7 | 20 | 0.75 24 | 1.50 +0.75 

5 | 15 | 0.50 26 2.00 +1.50 

9 | 20 0.75 24 | 1.50 +0.75 

10 20 0.75 29 | 3.50 42.75 

11 | 18 | 0.35 29 | 3.50 43.15 

12 | 20 | 0.75 | 31 | 4.25 +3.50 

13 15 0.50 | $5 0.50 +0.00 

14 | 26 2.00 33 5.50 +3.50 

15 | 24 | 1.75 28 2.50 +0.75 

16 | 38 18.00 39 18.50 +0.50 

17 | 30 ae 34 | 6.00 +2.25 
18 | 26 2.00 


*Mean at all ages=2.54 
Standard deviation—0.37 
Standard error of the mean=0.0062 


30 4.00 +2.00 


+Mean at all ages=4.49 
Standard deviation—0.63 
Standard error—0.009 


*+Only 18 patients were studied from a total of 28 patients. Ten patients were unable to respond 


to intelligence test because of advanced age. 
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STEROID THERAPY is effective in the prevention and control of intense 
inflammatory reactions to chemical and bacterial agents and surgical 
trauma in the respiratory tract. Bronchospasm also is inhibited by 
steroids. 

Use of steroids is advisable before, during, or after intrathoracic 
operations for patients who (1) have asthma, emphysema, or poor 
pulmonary reserve; (2) are old and debilitated; or (3) have acute 
respiratory impairment due to, for instance, bronchospasm, broncho- 
pneumonia, or infection resulting from spread of secretions into the 
nonoperated lung during anesthesia. 

As a prophylactic measure, 10 mg. of prednisone or 8 mg. of 
methylprednisone is given four times a day thirty-six to forty-eight 
hours preoperatively. The night before operation and the next morn- 
ing, 100 mg. of cortisone acetate is administered intramuscularly. 
Postoperatively, this amount is given twice daily until the patient is 
able to take steroids orally. The dose is discontinued gradually. 

For acute respiratory distress during or after operation, 100 to 400 
mg. of intravenous hydrocortisone is given immediately. A continuous 
drip, for a total dose of 200 mg., may be necessary during the next 
twenty-four hours. 


W. C. SEALY, W. G. YOUNG, JR., W. S. HOUCE, JR., and C. R. STEPHEN: The use of 
steroids for the control and prevention of serious respiratory embarrassment during 
and after intrathoracic operations. J. Thoracic & Cardiovas. Surg. 39: 109-116, 1960. 
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Tissue immunity and aging 


Reactions of skin and muscle 


REUBEN L. KAHN, Sc.D., 
SUN HYOO KIM, D.V.M., and 
ARTHUR C. CURTIS, M.D. 
ANN ARBOR 


Antitoxin injected into a tissue of 
young rabbits diffuses rapidly and 
neutralizes toxin. If injected under 
the same conditions in old rabbits, 
the antitoxin localizes in area of 
injection and does not meet the 
toxin in time to neutralize it. Lo- 
calization is a defensive response in 
holding infection in a_ localized 
area, but localization is not favor- 
able to the older animal in the 
neutralization of toxin. 


REUBEN L. KAHN, professor emeritus of 
serology and chief emeritus of Serology 
Laboratory, is research consultant in 
the Department of Dermatology, Uni- 
versity of Michigan Medical Center. 
SUN HYOO KIM is research assistant to 
Professor Kahn, and ARTHUR C. CURTIS 
is professor of dermatology and chair- 
man of the Department of Dermatol- 
ogy, University of Michigan Medical 
Center, and lecturer on dermatology, 
Department of Epidemiology. 


*First of a series. 
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at different ages—I* 


HM Injections of horse serum antitoxin 
(AT) into tissue of a diphtheria patient 
bring into action two immunologic phe- 
nomena: (1) neutralization of the toxin 
by the antitoxic fraction of the horse 
serum, and (2) some fixation or locali- 
zation of the protein fraction of the 
horse serum in the injected tissue. The 
first phenomenon is part of antigen- 
antibody immunity; the second is part 
of tissue hypersensitivity. The extent to 
which these two immunologic phenom- 
ena are affected by aging has been inves- 
tigated in rabbits. 

Marked localization in the injected 
tissue of a protein antigen following re- 
peated injections of the antigen was em- 
phasized by Opie,! who concluded that 
the union of the localized protein with 
circulating precipitins was the basis of 
the Arthus reaction. Such localization in 
the injected tissue of the protein frac- 
tion of horse serum AT, leading to the 
Arthus reaction, may follow sensitizing 
injections of horse serum. But, on a first 
injection of AT in normal rabbits, the 
amount of protein localized in the in- 
jected area is very small. The determina- 
tion of this amount by the method here- 
in employed is based on the fact that 
the antitoxic and protein fractions of 
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horse serum AT are inseparable from 
one another. Therefore, any localization 
of the proteins in the injected area pre- 
vents the antitoxic fraction from es- 
caping and neutralizing a designated 
amount of toxin. 

It will be seen in the present study 
that the number of units of- diphtheria 
AT injected subcutaneously or intramus- 
cularly that is ample to neutralize a le- 
thal dose of toxin in young rabbits is in- 
sufficient to protect older rabbits from 
the same dose of toxin. This lack of pro- 
tection is not likely to be due to any 
rapid destruction of the AT in the in- 
jected tissue, since extensive clinical ex- 
perience has long established that tissue- 
injected AT is capable of neutralizing 
toxin. In all probability, the difference 
in the toxin-neutralization in young and 
old rabbits by the same dose of AT lies 
in the difference in their capabilities to 
localize in the injected area the horse 
serum proteins which carry the antitoxic 
fraction. The young, not having fully 
developed this localizing capacity,? per- 
mit the rapid diffusion of these proteins 
from the injected area, enabling the an- 
titoxic fraction to reach the toxin readi- 
ly and neutralize it. The older rabbits, 
having developed this localizing capaci- 
ty, retain the horse serum proteins in the 
area of injection, thereby preventing 
the antitoxic fraction from reaching the 
toxin. 

Kahn? showed that the injection of a 
lethal dose of diptheria toxin, such as 50 
minimal lethal guinea pig doses (MLD) 
into 2-week-old rabbits followed by 5 
units of homologous AT, protected the 
animals from the toxin whether the AT 
was injected subcutaneously or intra- 
venously. The subcutaneous tissue of 
the infant rabbits evidently permitted 
the rapid diffusion of the AT and its 
union with the toxin. The same experi- 
ment carried out with 3- to 4-month-old 
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rabbits led to their survival when the 
AT was injected intravenously but to 
toxin death when the AT was injected 
subcutaneously. The localizing capacity 
of the subcutaneous tissue of adult rab- 
bits appears to be such that 25 units of 
the AT may be necessary to protect most 
of the animals from the toxin. 


Methods and Materials 


Although a massive literature exists on 
the in vivo neutralization of diphtheria 
toxin by homologous antitoxin, since the 
therapeutic use of antitoxin depends on 
such neutralization, the method herein 
used? is believed to differ from the 
methods used by others. In this method, 
all rabbits are injected subcutaneously 
under uniform conditions with a stand- 
ardized multilethal dose of toxin. This 
toxin dose has to be multilethal to make 
sure that no isolated rabbit would be 
protected from toxin death under natu- 
ral conditions; only a correct amount of 
injected antitoxin should be capable of 
protecting the animals from the toxin. 

Simultaneously with the toxin injec- 
tion, antitoxin is injected in a given tis- 
sue in adult rabbits in an amount just 
sufficient to neutralize the toxin in a 
small percentage of the animals, such as 
25 per cent, leaving the remaining 75 
per cent unprotected. Then, if the same 
dose of antitoxin injected under identi- 
cal experimental conditions protects, let 
us say, 90 per cent of young rabbits, it 
would be obvious that the neutralization 
of toxin by tissue-injected antitoxin is 
more pronounced in young than in adult 
rabbits. A reasonable explanation would 
be that the diffusibility of the antitoxin 
from the area of injection in the young 
rabbits is greater than in adult rabbits 
or, stated differently, the tissue-localiz- 
ing capacity for the antitoxin is greater 
in adult than in young rabbits. 

The dose of toxin given all rabbits 
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Effect of Age on Rabbits Injected Subcutaneously with 15 Units 








TABLE Solltc Fin 
Antitoxin (AT) in the Neutralization of a Lethal Dose of Toxin 
Number of Age in Body weight Survival Nonsurvival 
rabbits weeks in pounds No. Per cent No. Per cent 
11 5 2-3 10 91 1 9 
16 10 5 4 25 1Z 75 
8 25 8 1 12 7 88 





Survival—AT diffused from injected area and neutralized the toxin. 
Nonsurvival—AT localized in injected area and did not reach the toxin. 


Fig. I 


AGE OF RABBITS AND RESPONSE TO SUBCUTANEOUS 
INJECTION OF IS UNITS ANTITOXIN (AT) IN THE 
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consisted of 25 MLD and was injected 
subcutaneously under uniform condi- 
tions in 0.5 cc. of physiologic salt solu- 
tion. This dose contained only a trace 
(0.007 mg.) of protein and apparently 
was readily diffusible. Due to the low 
weight of the young rabbits, the toxicity 
of this dose was greater in these than in 
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adult rabbits. Yet, as will be evident 
from the data to be presented, the same 
amount of tissue-injected AT gave the 
young greater protection against the 
toxin than the adults, indicating that the 
rapidity with which the AT diffused 
from the area of injection was most like- 
ly the determining factor in the neutral- 
ization of the toxin. 

Based on preliminary observations, 
the dose of AT chosen for subcutaneous 
injection was 15 units and for intramus- 
cular injection, 10 units. Either dose was 
injected in the right hip area simultane- 
ously with 25 MLD of the toxin, which 
was injected in the left hip. The 15 units 
contain 0.75 mg. of protein and the 10 
units, 0.5 mg. These proteins consist 
largely of globulins, since the albumins 
are reduced to a minimum in the routine 
preparation of AT. As will be seen from 
the results, the majority of 25-week-old 
rabbits are apparently capable of local- 
izing 0.75 mg. of protein subcutaneous- 
ly or 0.5 mg. intramuscularly, but only 
a very small number of 5-week-old rab- 
bits are capable of such localization. 

Standardized AT and toxin were kind- 
ly furnished by the Michigan Depart- 
ment of Health. It is well to keep in 
mind that AT used for therapeutic pur- 
poses contains many more units than are 
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TABLE 2 Effect of Age on Rabbits Injected Intramuscularly with 10 Units 
AT for the Neutralization of a Lethal Dose of Toxin 
Number of Age in Body weight Survival Nonsurvival 
rabbits weeks in pounds No. Per cent No. Per cent 
10 5 2-3 9 90 1 10 
10 25 8 a 40 6 60 





Survival—AT diffused from injected area and neutralized the toxin. 
Nonsurvival—AT localized in injected area and did not reach the toxin. 


indicated on the label of the container. 
It was therefore necessary for this study 
to have the AT standardized precisely 
on the basis of its toxin-neutralizing ca- 
pacity. 

Following the injections of the AT 
and the toxin, the rabbits were kept 
under observation for two weeks. Non- 
survival of the rabbits was interpreted to 
mean that the toxin was not neutralized 
by the antitoxin, presumably because 
the major portion of the AT was local- 
ized in the injected area and hence was 
unable to reach and neutralize the toxin. 
Survival of the rabbits was interpreted 
to mean that the toxin was neutralized 
by the AT, presumably because the AT 
was able to escape from the area of in- 
jection and meet the toxin. 


Results 


Table 1 and figure I present the results 
of 35 rabbits of 3 age groups, each of 
which was injected subcutaneously with 
15 units of AT in the right hip simul- 
taneously with 25 MLD of toxin in the 
left hip. Of 11 animals close to 5 weeks 
old, each weighing from 2 to 3 Ib., 10 
survived the toxin. Of 16 close to 10 


weeks old, each weighing about 5 lb., 4 
survived the toxin. Of 8 rabbits about 25 
weeks old, each weighing close to 8 lb., 
] survived the toxin. 
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Table 2 and figure II present the re- 
sults shown by 20 rabbits of 2 age 


Fig. II 
AGE OF RABBITS AND RESPONSE TO 
INTRAMUSCULAR INJECTION OF IO UNITS 
ANTITOXIN (AT) IN THE NEUTRAL— 
IZATION OF A LETHAL DOSE OF TOXIN 
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groups. In these animals, 10 units of AT 
was injected intramuscularly and, simul- 
taneously, 25 MLD of the toxin was in- 
jected subcutaneously. Ten of the ani- 
mals weighed 2 to 3 lb. and were about 
5 weeks old. Of these, 9 survived the 
toxin. Of the remaining 10 rabbits, 
weighing about 8 lb. each and close to 
25 weeks old, 4 survived. Skeletal mus- 
cle does not possess the localizing capac- 
ity of subcutaneous tissue according to 
Kahn,? which explains the use of 10 in- 
stead of 15 units. It is indeed likely that 
the use of 8 instead of 10 units would 
have shown a sharper difference between 
the young and older rabbits. 

It is evident from these results that 
the young rabbits show a high survival 
power from the multilethal dose of 
toxin. In these rabbits, it is apparent 
that, following the injection of the AT, 
the proteins with the antitoxic fraction 
rapidly diffused from the area of injec- 
tion, met the toxin, and neutralized it. 
It is also clear that the 25-week-old rab- 
bits show a low survival power from the 
same dose of toxin. The AT, injected 
under the same experimental conditions 
as in the young, evidently did not diffuse 
rapidly enough from the area of injec- 
tion to reach and neutralize the toxin. 
Stated differently, the proteins of the an- 
titoxin were localized in the older rab- 
bits in the area of injection and, as a re- 
sult, prevented the antitoxic fraction 
from reaching the toxin. 

With regard to the degree of localiza- 
tion of injected protein in rabbits, the 
data also indicate that, whereas only 9 
per cent of 5-week-old rabbits localize 
0.75 mg. of subcutaneously-injected pro- 
tein, 88 per cent of 25-week-old rabbits 
localize this amount. Also, while 10 per 
cent of 5-week-old rabbits localize 0.5 
mg. of intramuscularly-injected protein, 
60 per cent of 25-week-old rabbits local- 
ize this amount. 
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Discussion 


The two immunologic phenomena here- 
in studied show opposing effects in rela- 
tion to aging. Neutralization of toxin by 
the antitoxic fraction of subcutaneously 
or intramuscularly injected AT takes 
place more effectively in 5-week-old 
than in 25-week-old rabbits. However, 
localization of the protein fraction, car- 
rying with it the antitoxic fraction, of 
the AT in the area of injection, indi- 
cated by the nonneutralization of the 
toxin, takes place more effectively in the 
25-week-old rabbits. 

The defensive nature of the neutrali- 
zation of toxin by tissue-injected AT is 
well known, but the defensive nature of 
the localization of a protein injected 
into a tissue is not so clear-cut. Topley 
and Wilson* speak of “the response of 
the body to a foreign protein localized 
by the allergic reaction,” and the defen- 
sive nature of localization is stated by 
Opie,® who has made extensive studies 
of the Arthus reaction, as follows: ‘““The 
increased local susceptibility of an im- 
munized animal (to the injection of a 
protein antigen) is an evident paradox. 
The local fixation of antigen removes 
this contradiction for, at the expense of 
the heightened inflammatory reaction re- 
sulting perhaps in local death of tissue, 
that is, the Arthus phenomenon, the ac- 
tion of the injurious agent is limited to 
its point of entry and the organism as a 
whole is protected.” 

It seems to us that the same can be 
said about the tendency toward localiza- 
tion of bacterial infections—by restricting 
the injurious agent to its point of entry, 
the host as a whole is protected. If it 
were not for this localizing response, the 
mildest local infection could become a 
serious systemic infection. 

It might be argued that localization is 
not an observation but an explanation— 
the lack of neutralization of the toxin by 
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the tissue-injected AT in the nonsurviv- 
ing animal being explained by the local- 
ization of the AT in the injected area. 
Then it might also be said that the neu- 
tralization of the toxin by the injected 
AT in the surviving animal is not an ob- 
servation but an explanation. If it is 
reasonable to assume that the basis of 
survival is the diffusion of the AT from 
the injected area to enable it to reach 
the toxin, it is no less reasonable to as- 
sume that the basis for nonsurvival is the 
localization of the AT in the injected 
area and its inability to reach the toxin. 

It should be emphasized that this is a 
preliminary study. he response of rab- 
bits more than 25 weeks old as well as 
the behavior of tissues other than the 
subcutaneous or intramuscular in simi- 
lar experiments are yet to be determined. 

In current studies, an attempt is being 
made to determine the rate of increase 
in localization of the AT by different 
tissues with aging, resulting in turn in a 
corresponding rate of decrease in toxin 
neutralization. If different tissues age at 
the same rate, they might show the same 
rates of increase in localization and de- 
crease in toxin neutralization; if they 
age at different rates, their localization 
and toxin neutralization rates might also 
differ. 

Increase in localization with aging of 
normal rabbits appears to fall in line 
with the increase of natural antibodies 
to lipoidal antigen in such animals. 
Thus, Marcus and Kahn® showed that 
the Kahn reaction in rabbits tends to be- 
come stronger as the age of the animals 
increases and that rabbits under 2 
months old are generally seronegative. 

Wendt’ reported that the majority of 
sera from cattle were Wassermann-posi- 
tive, while calf sera were usually nega- 
tive. Mackie and Watson’ found that 


most sera from adult cattle and sheep 
while 


were Wassermann-positive, the 
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sera of calves and lambs were generally 
negative. Kemp and _ associates,® and 
Sherwood and co-workers!® confirmed 
these observations. 

The nature of these reactions with lip- 
oidal antigen in animals is not fully es- 
tablished. The same reactions are em- 
ployed in the diagnosis of syphilis in 
human beings, and the results closely 
parallel specific findings with trepone- 
mal antigens. It can therefore be said 
that these reactions with lipoidal antigen 
behave like immunity reactions, and it is 
of interest that they became stronger 
with aging in the animals investigated. 

Returning to the matter of neutraliza- 
tion of toxin by tissue-injected AT, we 
have not been able to find in the litera- 
ture the method of approach employed 
in the present study. Generally, the 
amount of antitoxin administered by 
other workers for the neutralization of 
toxin has been larger than necessary in 
order to assure such neutralization. In 
this study, however, an insufficient 
amount of antitoxin for toxin neutraliza- 
tion in adult rabbits was employed pur- 
posely to demonstrate that such an 
amount was sufficient for young rabbits. 
In addition, the method herein em- 
ployed indicated the extent to which the 
tissue-localizing capacity for injected 
protein differed in young and adult rab- 
bits. 


Summary 


Two immunologic phenomena were stud- 
ied in normal rabbits in relation to 
aging: (1) the neutralization of diph- 
theria toxin by the antitoxic fraction of 
tissue-injected homologous horse serum 
antitoxin and (2) the localization of the 
horse serum proteins of the antitoxin in 
the injected tissue, which is part of a 
hypersensitive response. It was found 
that the same dose of subcutaneously in- 
jected antitoxin neutralized a lethal dose 
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of toxin in 91 per cent of 5-week-old 
rabbits and in only 12 per cent of 25- 
week-old rabbits. Most of the young ani- 
mals apparently had not yet developed 
the capacity to localize in the injected 
area the proteins which carry the anti- 
toxic fraction, permitting this fraction 
to rapidly reach and neutralize the 
toxin, while most of the adult animals 
had developed this localizing capacity, 
thereby preventing the antitoxin from 
reaching the toxin. Broadly similar re- 
sults were obtained when the antitoxin 
was injected intramuscularly in young 
and mature rabbits. It is believed that 
the increase in the localizing capacity 
with aging is a defensive response and is 
related to the capacity to hold infections 
localized, thus preventing the pathogen- 
ic organisms from becoming widespread 
throughout the body. 


This study was aided by a grant from the Atomic 
Energy Commission, Contract No. AT(11-1)-70. 


A preliminary report of this study was present- 





ed before the Biological Sciences section at the 
twelfth annual meeting of the Gerontological 
Society, Detroit, November, 1959. 
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BONE FORMATION in operative scars is more common than was previ- 
ously thought. Apparently, myositis ossificans traumatica is limited to 
adult males who have had major abdominal surgery performed 
through a longitudinal abdominal incision that terminates on a bony 
or cartilaginous surface. Two major theories are currently accepted as 
explaining heterotopic bone formation: (1) that bits of bone, perios- 
teum, or perichondrium are pulled or cut loose and implanted in the 
muscle or fascia, where they proliferate and mature into osseous 
tissue, and (2) that undifferentiated, multipotential connective tissue 
cells react to trauma and its succeeding changes by metaplasia to form 
new bone. In a study of 10 new and 6 previously reported cases, all 
but 1 of the patients were over age 40. All the surgical specimens 
were true bone, all but 1 resembled rib, 5 of the 16 were attached to 
the xiphoid, and 2 contained cartilage. 


K. L, GLASSEN, R. E. WIEDERANDERS, and J. L. HERRINGTON, JR.: Heterotopic bone forma- 
tion developing in abdominal scars. Surgery 47: 918-923, 1960. 
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Effects of blindfolding on persons 


during psychologic testing 


A psychometric study 
of various age groups 


FERN CRAMER AZIMA, M.A., 
and V. A. KRAL, M.D. 
MONTREAL, CANADA 


The effect of blindfolding on psy- 
chologic test performance in a con- 
trol group, a nondeteriorated old 
group, a deteriorated old group, 
and a group of old people suffering 
from functional psychoses is pre- 
sented. The control group showed 
no significant psychologic disturb- 
ance following the test. The old 
nondeteriorated group declined on 
various intellectual tasks, whereas 
the deteriorated old group showed 
little change. 


FERN CRAMER AZIMA is lecturer in the 
Department of Psychiatry at McGill 
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MM It is usually considered on clinical 
as well as on experimental grounds that 
aging organisms are less able to tolerate 
and adjust to stress than young ones.1* 
Little experimental information, how- 
ever, has been available as to how old 
subjects experience and deal with stress 
and whether there are differences in this 
respect between well-preserved old peo- 
ple as compared to individuals suffering 
from senile psychosis. It was the pur- 
pose of this study to investigate the psy- 
chologic responses of 3 groups of old 
people and a control group to the stress 
of blindfolding. ‘The emotional disturb- 
ances following cataract operations in 
older patients’ and the observations on 
nocturnal delirium in senile persons?® 
provided the rationale for using blind- 
folding to invoke psychologic _ stress 
with relatively mild physiologic conno- 
tations. 


Material and Method 


Four groups of subjects, consisting of 3 
men'and 3 women in each group, were 
investigated. They were diagnostically 
categorized independently by the psy- 
chiatrist prior to any testing as follows: 
(1) a control group of normal, nonhos- 
pitalized individuals who were function- 
ing in everyday activities and whose 
ages ranged from 21 to 67; (2) a group 
of well-preserved old people who were 
residents in an old people’s home and 
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whose ages ranged from 60 to 90; (3) 
a group of old people with senile psy- 
chosis—senile amnestic syndrome and 
other signs of organic brain damage— 
and ranging in age from 60 to 88; and 
(4) a group of old people suffering 
from functional psychoses with little 
clinical evidence of organic involvement 
who showed a range of psychotic dis- 
orders mainly of a depressive nature 
ranged in age from 60 to 89. 





In the remainder of the paper these 
groups will be called controls, olds, de- 
teriorated olds, and functional olds. 

A battery of psychologic tests was ad- 
ministered to all subjects twenty-four 
hours prior to the blindfold stress (BFS) 
and was repeated immediately after the 
blindfolds were removed. A separate in- 
vestigator carried out the blindfolding 
procedure, which consisted of placing a 
pair of opaque rubber goggles over the 


Wechsler-Belleyue Subtests Before and After Blindfold 

















TABLE | Stress for 4 Groups (n per group — 6) 
W. B. Subtest Digit span Similarities Block designs Digit symbol 
M! THO 3D 12.8 Lez 
M2 9.6 1.25 13.3 13.17 
Controls 
t .9781 .1369 .4522 2.710 
Pp 4 9 6 <.05+ 
M! 6.5 5.16 4.55 2.33 
M2 GutT 4.0 3.66 1.85 
Olds 
t .4616 1.7084 1.081 Lede 
Pp 7 ers 3 ] 
M! het 1.0 3 LY | 
Deteriorated M2 2.0 66 1.0 5 
olds t 3947 1.143 .0909 1.0244 
Pp id <.4 . 9 3 
M! 6.6 6.0 4.5 4.0 
Functional M2 6.0 725 4.6 3.5 
olds t 1.084 .6303 .0400 .1471 
p Re 6 9 9 
MI Mean pretest * Borderline significance 
M2 Mean retest + Significant 
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TABLE 2 





Trends in Wechsler-Belleyue Subtests Before and After 


Blindfold Stress for 4 Groups — (n per group = 6) 








Wechsler Subtests Digit span Similarities Block designs Digit symbol 
Number of 
patients 6 6 6 6 
Controls -- ] ] 3 4 
Direction — 3 3 1 - 
of change O 2 2 2 
Olds 1 1 1 - 
Direction — 4 4 rd 3 
of change O 1 ] 2 3 
Deteriorated olds + 2 - - - 
Direction — 2 2 1 2. 
of change O Zz 4 5 4 
Functional olds te 2 3 2 - 
Direction — 3 2 S 2 
of change O ] ] ] 4 





subject’s eyes for one-half hour. The 
length of time the subject was to wear 
the goggles was not told to him. During 
this time, no conversation was initiated 
by the examiner, and he made only brief 
responses if the subject initiated ques- 
tions. 

The test battery consisted of: (1) 
four Wechsler-Bellevue Intelligence sub- 
tests: namely, the digit span, similari- 
ties, block designs, and digit symbol. 
Scale form I was used. For the retest, 
the same 4 subtests were repeated, but 
form II of the scale was used; (2) the 
Bender Gestalt test; (3) a 50-word asso- 
ciation test designed specifically for this 
study (appendix A); and (4) the Ror- 
schach test. 


Results 


No individual results are presented, but 
the general trends of each group on the 
individual tests are reported. 

I. The Wechsler-Bellevue subtests. 
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Tables 1 and 2 summarize the findings 
for the digit span, similarities, block de- 
signs and digit symbol subtests before 
and after the BFS. Table 1 gives the 
mean scores before and after the BFS, 
the “t” test, and their probabilities. 
Table 2 indicates the score trends for 
each group, that is, how many patients 
in each group had retest scores which 
increased (+), decreased (—), or re- 
mained the same (0) as the pretest 
scores. 

Control group. It can be seen from 
table | that the control group improved 
significantly (P < .05) following the 
BFS on the digit symbol subtest, which 
is considered a learning task.1° 

A review of table 2, however, indi- 
cates that, while 3 out of the 6 subjects 
improved on the block designs and 4 out 
of the 6 on the digit symbol subtests, 
one-half of the group, or 3 out of the 6 
subjects, showed poorer scores on the 
digit span and similarities subtests. 
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Interpreting these findings, it appears 
that the control group responded to the 
BFS beneficially with increased motiva- 
tion in the areas of new learning (digit 
symbol) and visual motor organization 
(block designs). On the other hand, the 
BFS lowered one-half of the group’s con- 
centration (digit span) and power of 
abstraction (similarities). These find- 
ings suggest that the BFS did not act 
unidirectionally on a complex phenom- 
enon, such as intelligence, but affected 
various areas differently. In other words, 
there are varying thresholds within the 
area of intelligence which respond dif- 
ferently to stress. 

Old group. Tables 1 and 2 indicate 
that the major trend in this group was 
a decrement on all 4 subtests after the 
BFS. Four out of the 6 subjects showed 
poorer scores on the digit span and simi- 
larities subtests, while 3 out of the 6 
showed poorer scores on the block de- 
signs and digit symbol subtests. The 
trend for this group was a decline on all 
the measured intellectual tasks. The 
greatest decrease at the borderline sta- 
tistical level (P < 0.1) was found on 
the digit symbol subtest. This was the 
same subtest on which the control group 
performed the best following the BFS. 
This seems to indicate that the BFS 
served to decrease the old group’s learn- 
ing ability. 

Deteriorated old group. The trend in 
this group was a lack of change follow- 
ing the BFS. Four out of the 6 subjects 
showed no change on the similarities 
and digit symbol subtests and 5 out of 
the 6 on the block designs subtest. It is 
interesting to note that the 2 patients 
who showed any improvement did so on 
the digit span subtest, on which the 3 
other groups showed impairment. 

Functional old group. In this group, 
there was no significant change. Rough- 
ly, one-half of the group responded to 
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the stress with an increase in scores, 
while the scores of the other half de- 
creased. Variability of response was the 
most typical feature. There was no 
change on the digit symbol learning task 
on which the control group and the old 
group had shown contrasting responses. 
However, the functional old group 
showed an increase in the mean score 
for the similarities subtest which devi- 
ated from the other 3 groups. While this 
was not at the statistically significant 
level, it suggests that the area of ab- 
straction and reasoning was somewhat 
more affected than with the other 3 
groups. 

Summarizing the results for the 4 
groups on the Wechsler-Bellevue test, 
the control group appeared able to make 
more advantageous use of the BFS than 
either the deteriorated or functional 
groups. The deteriorated group was 
characterized by a lack of change, which 
suggests that their already low level of 
functioning was not affected by the BFS. 
The functional old group showed no 
uniform response to the BFS—some in- 
creased their scores, while others de- 
clined—which indicates that the re- 
sponses to the BFS in this least homoge- 
neous group were more variable than 
in the other groups. 

2. The Bender Gestalt test. This test 
was scored quantitatively by the Pascall 
and Suttell method.!! It identified the 
groups correctly according to their de- 
gree of deterioration and thus confirmed 
the prior clinical grouping of the pa- 
tients. According to the criteria of Pas- 
call and Suttell, a cutoff-point score of 
approximately 50 identifies the likeli- 
hood of either an organic or a psycho- 
logic involvement. The higher the score, 
the more likely it is that there is organic 
involvement. The control group fell 
well within the normal range, with a 


mean raw score of 9; the mean of the 
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functional old group was 57; that of 
the olds was 93.50; and the mean of the 
deteriorated olds was 157.33. 
one finds the 
greatest changes in the control group 
and in the old group. They changed 


Examining tables 3, 


their scores most significantly and were 

most sensitive to the BFS (borderline 

statistical significances, P < 0.1 and 

P < 0.2). In the control group, 4 out of 

6 and, in the old group, 5 out of 6 sub- 

jects showed poorer scores after the 
9 


BFS. In the functional group, 3 showed 
better 


2 


and 3 poorer scores, again the 
same lack of uniformity which was ap- 
parent on the Wechsler-Bellevue sub- 
tests of this group. It was apparent that 
blindfolding was not experienced as a 
stress by the deteriorated old group, 
since 4 of the group showed a very slight 
profit in their performance, which was 
statistically offset by the larger declines 
of the 2 other members. 


> 


3. Word association test. This test, 
constructed for this study (appendix A), 
was analyzed as to: (1) total time, that 
is, the sum of the individual reaction 
the 50 words; (2) 
reaction time; (3) average 


times for reaction 


average 








number of words which led to blocking 
of five seconds or greater; and (4) aver- 
age reaction time for these words of five 
seconds or greater. Tables 4 and 5 sum- 
marize these findings. 

Control group. The general trend for 
this group was a decrease in all 4 values 
of which the decrease in the number of 
words which showed a blocking of five 
seconds or more was statistically signifi- 
cant at the .05 level. In all of the 4 cate- 
gories computed, there was evidence for 
less stressful associations in the content 
of the responses and particularly less 
blocking and increased speed of re- 
sponse. Table 5 indicates these trends: 
4 out of the 6 subjects showed faster 
total and average reaction times; 5 sub- 
jects showed fewer blockings of five sec- 
onds or greater and speedier reaction 
time to these ‘blocked words.” 

Old group. It can be seen from tables 
4 and 5 that the trend in this group is 
almost the reverse of the control group. 
Four out of the 6 subjects showed long- 
er total and average reaction times, and 
the entire group revealed an increase in 
the average reaction time to words with 
blockings of five seconds or greater. The 


Bender Gestalt Changes Before and After 











TABLE d 
3 Blindfold Stress for 4 Groups 
l l 
No. of | Mean | Mean Direction of change 
Group | patients | pretest retest : ioe o (| 
| een ae ne pee Ws FAS ay Eo 
| | | | 
Controls | 6 | 9.00 | 11.00 |2.3356| <.1* 2 0 4 
Olds 6 93.50 | 103.00 |1.7241 | ers 0 l 5 
aie 6 | 157.33 | 158.33 | .1028|>9| 0 4 2 
Pe ae | P ie we | a ee a ao eo pee 
——— 6 | 57.00 | 58.33 | .0629/>.9] 0 3 3 














-+- Improved performance 


* Borderline significance O No change 






Poorer performance 
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latter findings were at the statistical level 
of significance (P < .05). These find- 
ings suggest that the old group was sen- 
sitive and alert to the BFS. 

Among the major stimulus words on 
the word association test for the old 
group which caused the most severe 
blockings were: “wish” followed by re- 
plies from the subjects of “health” and 
“to God;” “stomach” followed by replies 
of “heart,” “necessary,” and “sick;” 
“hope” followed by replies of “help,” 
“disappointment,” and “a lot;” “worry” 
followed by replies of ‘no good,” “‘fool- 
ish,” “work,” “hard,” and ‘makes you 
old;” “memory” followed by replies of 
“thinking,” “mind,” and “remember.” 
In cases in which there was blocking to 
the word ‘‘son,” it was understood as son 
and not sun and suggested concern with 





the children. There were 3 blockings to 
the words “blood,” “working,” “anger,” 
and “taxes.” 

Deteriorated olds. The trend in this 
group was similar to the control group 
in that there were faster reaction times 
in all areas, although these were not at 
the significant level. The fact that 5 out 
of the 6 subjects showed a decrease in 
total and average reaction time and that 
4 out of the 6 a decrease in the five sec- 
ond word blocks and their average re- 
action time suggests that the deterio- 
rated olds did not experience blindfold- 
ing as a stress in the same way as the 
old nondeteriorated group. Perhaps the 
fact that this was a repeated task seemed 
to diminish the stressful nature of the 
experimental procedure. 

Functional The for the 


olds. trend 


Word Association Test Before and After Blindfold 








TABLE ° 
4 Stress for 4 Groups (n — 6 in each group) 
Word Total time Average Av. no. words Av. R/T for words 
association for 50 words R/T 5 sec. or over 5 sec. or over 
M! bate2 2.4 aye: a 
M2 107.8 22 3.6 a" 
Ranteye t 102 73 2:34 03 
p Sey. 3 > Uo" Pte, 
M! 227.8 4.5 LS 8.3 
Olds M2 225.8 4.6 15.6 9.7 
t .09 23 .68 3.02 
Pp CD > <6 S.05° 
M! 263.0 a2 " 19.3 9.2 
Deteriorated M2 229.8 4.6 We foe 8.8 
olds t 89 2 30 1.4 
Pp > .4 > 4 | Sa 
M! 264.7 5.3 14.8 11.4 
Functional M2 236.5 4.7 15.8 10.2 
olds t .69 .60 .09 59 
r) < .6 <.6 Be <2 
MI! Mean pretest *Significant 


M2 Mean retest 
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Trends in Word Association Test Before and After 
Blindfold Stress for 4 Groups—(n — 6 in each group) 








Total time 


for 
50 words 
Controls 
Direction ++ 2 
of — 4 
change O - 
Olds 
Direction + + 
of — 2 
change O - 
Deteriorated 
olds 
Direction + ] 
of — 5 
change O - 
Functional 
olds 
Direction +- oe 
of — 2. 
change O - 


Average 
R 


Average no. Average R/T 
of words for words 
5 sec. or over 5 sec. or over 











Z 1 ] 
~ 5 5 
4 2 6 
2 3 . 
z ] 5 
1 2 2 
5 4 4 
3 3 3 
3 3 3 





word association test for this group was 
again similar to that of the other tests 
discussed previously, in that one-half of 
the group showed an increase in average 
reaction times and blockings and the 
other half a decrease. For total reaction 
time, 4 out of the 6 showed an increase 
and 2 a decrease. These findings were 
not statistically significant and again 
suggest the lack of uniformity of re- 
sponse for this group and varying modes 
of reactions in such a situation. 

Several other additional facts emerge 
from an examination of table 4. It can 
be readily seen that the control group 
showed the fastest initial and repeated 
total time for the 50 words, the fastest 
average reaction time, the fewest block- 
ings, and the fastest reaction time for 
words of five seconds or over. The speed 
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of response and the paucity of blockings 
appear to indicate the ability of this 
group to adjust more successfully to an 
induced stress, such as blindfolding. 
Table 4 shows that, before the BFS, 
the control group had the shortest total 
time, with a mean of 117.2 followed by 
the olds with a mean of 227.8, the dete- 
riorated olds with 263, and functional 
olds with 264.7. It appears, therefore, 
that the functional olds respond as slow- 
ly as the deteriorated group. The func- 
tional old group showed the longest 
blocking times of all the 4 groups, a 
mean of 11.4. This finding suggests that 
stress induced by threatening words was 
significantly greater in the functional 
group than in the other groups—a mean 
of 11.4 as compared with 9.2 for the 
deteriorated olds, 8.3 for the olds, and 
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7.3 for the controls—but they varied in 
the direction of their response, possibly 
because of their varying defense mecha- 
nisms and personality constellations. 

It can be seen that the functional olds 
showed slightly more blockings after 
the BFS than before. In all other 
groups, there were somewhat fewer 
blockings, while the old group showed a 
significant increase in the length of time 
for those words which were followed by 
blocking. In other words, the old group 
decreased on the average the number of 
words which led to blockings, ‘but the 
length of these blockings increased, 
whereas the reverse occurred in the 
functional group, that is, they showed 
more blockings and slightly decreased 
blocking times. 

4. Rorschach test. The various Ror- 
schach indexes were analyzed for all 
groups. As is often found, the Rorschach 
test yielded minor statistical findings but 
important trends from a clinical point of 
view. This may be related to the varying 
directional changes within each person- 
ality constellation. Further, the global 
nature of the integrating value of the 
procedure is lost by individual analysis, 
as has been pointed out elsewhere.1? 

At the statistical level of significance, 
the control group showed a lessening of 
stereotypy and a broadening of the vari- 
ety of content following the BFS, that is, 
in the animal per cent area, there was a 
borderline significant probability of less 
than 0.1. In the functional group, there 
were faster reaction times to the colored 
cards after the BFS. In view of the other 
group trends, the increased responsive- 
ness in this area was probably caused 
by a reduction in the controlling func- 
tions—a diminishment in form per cent. 
These findings will be discussed in the 
details of the group trends. 

Control group. Table 6 reflects the 
trends after the blindfolding. For each 
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of the groups of 6 subjects, the table 
summarizes an increase (+), a decrease 
(—), or no change (0) in the direction 
of the criteria. It is to be noted that the 
probabilities listed on the table do not 
refer to the numbers in the table but to 
the raw scores that the groups achieved 
in each area. Only those indexes in 
which 4 or more of the subjects showed 
a shift following the BFS will be con- 
sidered. 

Reaction time. All reaction times be- 
came shorter for this group following 
the BFS, that is, 4 of the 6 subjects 
showed a decrease of the total reaction 
time and of the reaction time for dark 
color, and 5 of the 6 showed faster 
speeds to the chromatic cards. 

Form per cent. In this area, 5 of the 6 
subjects showed weakening in intellec- 
tual control. This finding was in keeping 
with the other trends which indicated 
less inhibition, faster reaction times, and 
variability in content. 

Content. The shift here was toward a 
greater use of human concepts in 4 of 
the 6 subjects, with the corresponding 
finding that 4 subjects also showed less 
use of animal concepts. This finding was 
at the borderline statistical level—pre- 
test mean 40.8, retest mean 31.6, t — 
L.8yand P= Ol: 

Area. The shift here was toward the 
greater use of the large detail area in 4 
out of the 6 subjects, with a decline in 
the use of whole area and small detail 
areas. 

Summarizing the trends for the con- 
trol group on the Rorschach test, it 
would appear that, following the BFS, 
there was a slight relaxation in control 
which allowed faster and more sponta- 
neous reactions. The increased use of 
human concepts and large areas suggests 
that the group suffered no significant 
threat and related even better to their 


environment. 
































nit Trends in Rorschach Indexes After Blindfold 
; Stress for 4 Groups (n — 6 per group) 
Ransntiash, Control Olds | Deteriorated Olds Functional Olds 
“ne Direction of change Direction of change | Direction of change Direction of change 
r~ S 2 ew ee i a 
Number of responses 3:29 >:8 24 <9 BS se ae. es as 1 ce 
Average R/T 24- >9 ie ee <Ge | 1 4 =) 9 aoe 5 
R/TperC | 2 4 - >5 5 = So 2 4 =" py = 5 T SbF 
| 
R/T per C 15 - >9 2) = SF Ye a “9 2 aS Se 
Form % 1 5 - <3 4- <9 3 2s S33 2 « 25 
Popular % 3 2 #1 <A | 3 - >4 i > = Bez se Se 
0% 3 - 3 >°9 ~ n.s 2-4 >39 - = - ns 
A % 14 1 <i 3 - <9 15 - >8 3) 24a 
H % 4 1 1 >5 4 - >.3 3 2 | poe A ee mee ier 
Sum C 13 2 >9 4 > 9 2412 ds>9 2 So aes 
M 2 - 4 >.9 5 >9 3 i 2 Sz o 1S Sy 
FM 3 2 #1 >.9 - »>9 i 3 2 3S | a 4 Se 
m 222 >9 6 >.9 - - 6 >9 . = & Se 
| 
Fe +C+C zis >@ 4 >.9 = a aS CS) Care pe coe - 
| 
| 
| 
R/8, 9, 10 3 21 >4 2 1° Sa 4° ce Sal ae a a ee 
WwW 24- >8 Z4 3 53 go a <.4 2 2 2 33 
D 12s = , 1 <2) 4 443 oo | t 49 
d - 3 3 €2 Se A BE Foe oe | f-= 5 ae | 
| ‘ 
Dd ia as 2 2. S58 2 AZ =: eo | 2 «= 4 Sy ( 
(Note p’s are based on statistics computed on raw scores of above patients) t 
* Borderline significance 
7 Significant e 
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Old group—reaction times. Average re- 
action times and reaction to dark color 
became faster in 4 and 5 subjects of the 
group, respectively, but reaction time to 
colored cards became longer, suggesting 
the possibility of some color shock. 

Form per cent. There was a weakening 
in this area in 4 of the 6 subjects. 

Content. The trend here was away 
from the use of human concepts in 4 of 
the 6 subjects. 

Summarizing the Rorschach trends 
for this group, it also appeared to show 
a weakening of control, which was ac- 
companied by the emergence of anxiety 
and blocking—slower reaction times to 
color—and some apprehension and with- 
drawal from their environment—less hu- 
man responses. 

Deteriorated old group—number of 
responses. Five of the 6 patients showed 
an increase in the number of responses, 
and 4 of the 6 patients displayed an in- 
crease to the last 3 all colored cards. 

Reaction times. There was an increase 
in all reaction times in 4 of the 6 pa- 
tients. 

Content. This became more varied 
and less rigid. Five of the 6 patients 
showed less animal responses. 

Populars. Accompanying the shifts in 
content, there was a trend away from 
the use of popular concepts in 5 of the 
6 patients. 

Area. Four of the 6 patients in the 
group showed a greater use of large de- 
tail. 

Summarizing these findings, patients 
in the deteriorated old group increased 
their productivity and became more 
spontaneous and less rigid. At the same 
time, they became less stereotyped and 
showed a mild diminution in reality 
contact. 

Functional old group—reaction time 
to chromatic and achromatic cards. Five 
of the 6 patients showed a faster reac- 
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tion time to colored cards, which was 
Statistically significant (mean (1) 16.5, 
mean (2) 19.33, t 2.4.2, and P > 
05). Four of the subjects also re- 
sponded faster to the dark cards. 

Form per cent. Four of the 6 patients 
showed a decreased form per cent. This 
indicates less ability for control, which 
allows faster reactions but also means 
that some difficulty was encountered in 
preventing the emerging impulses. 

Number of responses to last 3 cards. 
Four patients were less responsive to the 
last 3 cards, suggesting that, faced with 
the greater complexity of these cards 
and threatened with weakened control- 
ling powers, they tried to withdraw so as 
to prevent disorderly responses. 

Summarizing these findings, the Ror- 
schach trends suggest that the effect of 
the BFS on those in the functional old 
group was a reduction in their control- 
ling power, which rendered them some- 
what less able to delay immediate reac- 
tions and responses to stressful complex 
settings, as indicated by responses to the 
last 3 cards. 


Discussion 


The results indicate that blindfolding as 
used in our experiment produced meas- 
urable changes on all the psychologic 
tests. Although the trend was not uni- 
form for each of the tests, a considera- 
ble number of the subjects showed some 
disordered responses on the various 
tests, indicating that even this short- 
term blindfolding administered in a per- 
missive setting and devoid of verbalized 
stress by the examiners was experienced 
as stress by various members of the 
groups. 

After the BFS, the control group 
showed both improvements as well as 
deficits in certain aspects of its behavior. 
In the area of intelligence, the BFS 
served to increase new learning, probab- 
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ly by changing the subjects’ motiva- 
tion. One could speculate that this 
change consisted either in an increase in 
anxiety because the BFS was _ experi- 
enced as stress or that the subjects were 
ambitiously concerned with raising their 
performance. At the same time, the 
stress appeared to lower the ability for 
immediate concentration and _ abstrac- 
tion. In the area of visual motor organ- 
ization, there was a slight decrement as 
revealed by slightly poorer scores on the 
Bender Gestalt test. In terms of over-all 
functioning, as revealed by the Ror- 
schach test, the BFS seemed to lower the 
subjects’ control, which allowed in- 
creased flexibility and awareness of 
more facets of their surroundings. This 
serves to show that the lowering of con- 
trol in this group did not result in in- 
creased anxiety as in the other groups. 

These findings suggest that working 
under a certain degree of pressure or 
stress may be beneficial.!* For the con- 
trols, at least the present stress served to 
indicate a differential response upon 
various intellectual tasks rather than a 
straight and uniform change in all func- 
tions.10, 1416 Depending upon the type 
and complexity of the stress and varying 
thresholds within both intellectual and 
emotional spheres, one would expect 
different subjects to respond differently. 
Certainly, in the control group, blind- 
folding did not act as an over-all inhibi- 
tor and at least allowed the subjects to 
improve on the practice effect for cer- 
tain tasks, namely, new learning and 
visuomotor organization. 

In contrast to this, the nondeteriorated 
old group showed in the main a detri- 
mental response to the BFS. The find- 
ings suggested that the subjects of this 
group experienced blindfolding as a 
stress. Intellectual functioning declined, 
visuomotor coordination was _ poorer, 
more errors were seen on the Bender 
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Gestalt test, and more signals of dis- 
turbance and anxiety were noted on the 
Rorschach test in the form of content 
and color blocking. ‘There was also an 
increase in the reaction time in the word 
association test. 

The responses of the deteriorated old 
group suggested that, on the whole, the 
blindfolding was not experienced as 
stress in the same way it was experi- 
enced by the old or functional groups. 
In respect to intellectual functioning, the 
patients exhibited little change from 
their former performance level. Some 
improvement in graphic patterns was 
seen on the Bender Gestalt test, sug- 
gesting that the subjects were able to 
profit by the practice effect. In the area 
of personality, both the word associa- 
tion and Rorschach test findings indi- 
cated that the BFS did not act as a threat 
but, instead, produced some moderate 
improvement in this group’s over-all 
functioning. 

The question is raised of why the de- 
teriorated group’s pattern of response to 
the BFS was not the same as or more 
aggravated than that of the old nonde- 
teriorated group. Instead, it was some- 
what improved. One wonders whether 
the threshold of awareness of the deteri- 
orated group was higher than that of the 
other groups or whether these subjects, 
because of the organic stress under 
which they were suffering, did not ex- 
perience the blindfolding as stress in the 
same way as the old nondeteriorated 
group. It is also possible that the dete- 
riorated group was more sensitive to, 
and more gratified by, the repeated con- 
tact with the examiners than to the 
blindfolding itself, thus allowing them 
to compensate in the nonorganic areas 
to this stimulation. The findings for the 
deteriorated group, although based upon 
few cases only, suggest that certain abil- 
ities and capacities may be stimulated 
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and used in a rehabilitation program 
for the organic group.!* There appears 
to be some possibility of mobilizing 
these compensation areas within the old 
individual. 

The findings of the functional old 
group suggested that persons in this 
group represented a more heterogenous 
sample and that their modes of adjust- 
ment were not as predictable as those of 
the other groups. They did not remain 
unaltered by the BFS but reacted differ- 
ently. It would be interesting to investi- 
gate in future studies whether those pa- 
tients in the functional group who were 
able to raise their intellectual perform- 
ance and who showed less stress in the 
word association and Rorschach tests 
would constitute a group with a good 
psychotherapeutic prognosis. The area 
in which some trend was noted in the 
functional group was the Rorschach test, 
suggesting that the BFS produced a de- 
crease in control which made the sub- 
jects unable to handle complex emotion- 
al stimuli. It is interesting to note that 
only in the sphere of personality struc- 
ture did the functional group show some 
uniform trends. 

On the whole, the stress threshold ob- 
viously differs from organics to nonor- 
ganics, and stress may act simultaneous- 
ly as a stimulator or deterrent to suc- 
cessful modes of behavior within each 
individual. 

Summary 

A study was presented of the effects of 
blindfolding on persons in a control 
group, an old nondeteriorated group, a 
deteriorated old group, and a functional 
old group. Various psychologic tests 
were given to each individual. 


1. Varying directional changes were 
noted within all groups, with the control 
group exhibiting an increased ability for 
new learning even though the subjects 
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showed some motor disturbances. This 
group showed no significant psychologic 
disturbances following the BFS. 

2. The old group showed a decline on 
the various intellectual tasks and some 
anxiety and other disturbances on the 
Bender Gestalt, Rorschach, and word as- 
sociation tests. 

3. The deteriorated old group revealed 
very little change in intellectual func- 
tioning and did not respond with the 
same degree of disturbance on the Bend- 
er Gestalt test as did the previous groups. 
It was suggested that blindfolding was 
not experienced as stress because it was 
beyond the threshold of awareness of 
the subjects in this group. In addition, 
they were probably more sensitive to the 
gratification they received from the 
visits of the examiners. On the Rorschach 
test they were less rigid and more spon- 
taneous and productive. The possibility 
of nonorganic compensation areas was 
raised. 

4. The major trend in the functional 
old group was a decrease in control 
which caused some difficulty in handling 
responses to emotional and complex 
stimuli. They vacillated in their re- 
sponses, showing some impulsiveness as 
well as avoidance of the last 3 Rorschach 
cards. On the other tasks, they func- 
tioned more like the old group than the 
controls, but their modes of response 
varied. 

5. The need to investigate various 
types of stress and varying stress thresh- 
olds in the foregoing groups is indi- 
cated. Stress appears to affect varying 
intellectual and emotional thresholds 
differently. 


From the Gerontologic Unit, Allan Memorial 
Institute of Psychiatry, McGill University and 
the Montreal Hebrew Old People’s and Shelter- 
ing Home, Montreal. 

This study was supported by a Federal Pro- 
vincial Mental Health Grant 604-5-50. 








or 


~I 


io 2) 


- KRAL, V. A.: 


}. SELYE, H.: Stress and disease. Geriatrics 10: 


- LINN, L., 


- CAMERON, D. E.: 


ANDERSON, J. E.: Assessment of aging. Pub. Health 
Rep. 70: 839, 1955. 


2. BORTz, E. L.: Stress and aging. Geriatrics 10: 93, 


1955. 


. GRAD, B., and v. A. KRAL: Effect of senescence on 


resistance to stress. I. Response of young and old 
mice to cold. J. Gerontol. 12: 172, 1957. 


. HAVIGHURST, R. J.: Two aspects of adjustment. Pub. 


Health Rep. 70: 833, 1955. 
chronic stress. Am. J. Psychiat. 108: 185, 1951. 
253, 


1955. 


. WOLFF, H. G.: Life Stress and Bodily Disease. Balti- 


more: Williams & Wilkins, 1950. 

and others: Patterns of behaviour disturb- 
ance following cataract extraction. Am. J. Psychiat. 
110: 281, 19583. 

Studies in senile nocturnal de- 
lirium. Psychiatric Quart. 15: 47, 1942. 


Psychiatric observations under severe 


REFERENCES 


10. 


ll. 


12. 


1 


17. 


}. THORNDIKE, E. L.: 


WECHSLER, D.: The Measurement of Adult Intelli- 
gence. Baltimore: Williams & Wilkins, 1944. 

PASCAL, G. R., and B. J. SUTTELL: The Bender 
Gestalt Test. New York: Grune & Stratton, 1951. 
AZIMA, H., F. J. AZIMA, and H. B. DUROST: Altera- 
tions of schizophrenic psychodynamic structure 
concomitant with reserpine administration, in Bio- 
logical Psychiatry, edited by J. H. MASSE 
New York: Grune & Stratton, 1959, pp. 244-25 






3. WHITEHORN, J. C.: Stress and emotional health. Am. 


J. Psychiat. 112: 773, 1956. 


. JONES, H. E.: The intellective functions. Pub. Health 


Rep. 847, 1955. 


. SEWARD, kK.: Age and mental ability in superior 


men. Am. J. Psychiat. 58: 443, 1945. 

Adult learning. New York: Mac- 
millan, 1928. 

ARNHOFF, F. N.: Research problems in gerontology. 
J. Gerontol. 10: 452, 1955. 


MORTALITY is higher among men with above average blood pressure 


than among those with average or low blood pressure. The Build and 
Blood Pressure Study, 1959, by the Society of Actuaries, shows that in 
each age group the mortality ratio increases significantly with a rise 


in either the systolic or diastolic level, and increases more rapidly 
when both levels are elevated. At a given pressure reading, the death 
rate is generally higher among younger than among older men. Less 


than normal pressures are associated with lowest mortality. Cardiovas- 


cular-renal diseases account for the greatest percentage of deaths 


among men with elevated pressure. Diabetes and digestive illnesses 


are also more fatal to men with high levels than to those with normal 


blood pressure. 


Blood pressure level and mortality among men, Statistical Bulletin Metropolitan 


Life Insurance Co. 41: 1-4, 1960. 





GERIATRICS, NOVEMBER 1960 

































Preretirement 
education 


WOODROW W. HUNTER, A.M. 
ANN ARBOR 


Preretirement programs strive to 
reduce anxiety, create anticipatory 
attitudes toward retirement, and 
encourage the individual to make 
maximum use of his resources in 
adapting to changing circum- 
stances. Methods and materials that 
have proved effective in achieving 
these goals are discussed, and new 
programs devoted to different edu- 
cational objectives are suggested 
for the future as well as new pro- 
cedures that might be profitably 
interpolated into existing programs. 


WOODROW W. HUNTER is research associ- 
ate in the Division of Gerontology, In- 
stitute for Human Adjustment, and in 
the Institute of Labor and Industrial 
Relations, University of Michigan. 
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HM This article concerns that category 


of education of the aging sometimes 
called preretirement education or prepa- 
ration for retirement. Whatever the 
name, these programs have in common 
the objective of helping people who are 
approaching retirement achieve a satis- 
factory transition from a working to a 
nonworking way of life. It is now over 
ten years since the University of Michi- 
gan offered its first educational program 
to older people. Although it was not 
called a preretirement program, it was 
concerned with, and titled “Problems 
and Adjustments in Later Maturity and 
Old Age’! and was essentially designed 
to assist persons to adapt to the psycho- 
logic and social changes concomitant 
with aging and retirement.? This early 
course was repeated many times in vari- 
ous communities and was later augment- 
ed by two other types of programs: one 
offered older people practice in social 
living to prevent loneliness and isola- 
tion, and the other gave opportunities 
for leadership in local community action 
and service for older people.*.4 Since 
those early efforts, many programs have 
been offered, with management and 
labor sponsorship, to assist workers to 
prepare for retirement and, also, to 
train leaders for preretirement pro- 
grams. On the basis of these experi- 
ences, there has been opportunity to ob- 
serve what preparation for retirement 
entails, what instructional methods and 
materials are effective, and what further 
exploration is needed to yield new in- 
sights and direction into the field as a 
whole. 








Planning Preretirement Programs 
SPONSORSHIP 


Preretirement programs are currently 
being sponsored by a variety of organ- 
izations: industries, unions, libraries, 
governmental units, adult educational 
departments, universities, churches, and 
voluntary agencies, such as the YMCA. 
Within the industrial setting, experience 
underscores the value of management 
and labor working together in the de- 
velopment of programs, especially those 
planned for manual workers. Their joint 
efforts prevent the intrusion of compet- 
ing and conflicting interests. Moreover, 
since one of the objectives of preretire- 
ment programs is to achieve an orienta- 
tion to the opportunities which the com- 
munity offers to people to remain useful 
and active after they retire, cosponsor- 
ship with community groups or organi- 
zations is desirable. 


PROMOTION 


Although data are not available to make 
known the full extent of the situation, it 
has been observed that a number of or- 
ganizations fail to follow up their initial 
efforts of programming. This might be 
explained on the basis that participants 
lacked interest or that the results 
achieved did not warrant expenditures. 
It is more likely that efforts were not 
sustained because of the lack of prelimi- 
nary planning, including orientation of 
key individuals in the organization who 
may have had questions about the value 
of the programs, determination of poli- 
cy and objectives, or identification of the 
needs of older employees. 

It is often necessary during the pro- 
motional stages of a program to over- 
come resistance on the part of older peo- 
ple themselves, for many dislike identi- 
fying with anything that emphasizes 
aging, and some fear that participation 
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will somehow hasten their retirement. 
For these reasons, success is more likely 
if efforts are made to establish a positive 
philosophy of aging as a basis for pro- 
moting the program, to create a permis- 
sive atmosphere which encourages en- 
rollment, and to provide opportunity for 
prospective members to have their ques- 
tions answered at the outset. Once a pre- 
retirement program is launched in an 
organization, resistance becomes less 
marked, because members who have en- 
joyed participation in the program be- 
come effective promoters. 


GROUP COMPOSITION 


Age, occupation, and marital and socio- 
economic status are pertinent factors to 
consider in the composition of a prere- 
tirement group. Most programs are of- 
fered to people five years before they re- 
tire, but primarily they attract those who 
have only one or two years of employ- 
ment remaining. One of the problems 
facing program planners is how to at- 
tract those who still have five, ten, or 
more years in which to plan for retire- 
ment. One industry discovered that it was 
easier to interest younger individuals in 
a preretirement group after an initial 
program had been completed and _re- 
ports of its success had been circulated 
among the other employees. 

‘There is substantial evidence that hus- 
bands and wives can benefit considera- 
bly from joint participation in a prere- 
tirement program. They report that 
sharing in the course promotes the de- 
velopment of mutually satisfying plans 
and develops ways of being of assistance 
to each other in making adjustments to 
a different way of life. 

Certain difficulties arise when older 
people from diverse occupational levels 
are enrolled in the same preretirement 
program. Participants complain that su- 
pervisory relationships on the job tend 
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to inhibit discussion; discussion leaders 
sometimes see heterogeneity as a prob- 
lem from the standpoint of determining 
program content and of selecting appro- 
priate methods. Burgess and associates® 
reached the conclusion that preretire- 
ment programs should be designed dif- 
ferently for at least two occupational 
levels: upper level occupational groups 
and manual workers. 


LEADERSHIP 


Some programs have been offered using 
the same discussion leader for the entire 
series of meetings, while others use a 
different leader for each of the sessions. 
The person who serves as the discussion 
leader for the entire series has the ad- 
vantage of maintaining rapport with the 
group members, establishing continuity 
throughout, and directing the course of 
events in such a manner that each indi- 
vidual derives the maximum benefit. 

Although a leader may be well quali- 
fied to conduct group discussion, he still 
requires information which will enable 
him to present a wide variety of solu- 
tions to retirement problems. If he pre- 
fers to use resource people for this pur- 
pose, he must be informed in order to 
plaa and guide the content of the dis- 
cussion. 

Since the shortage of professionally 
trained personnel presents a_ serious 
problem in the expansion of preretire- 
ment programs, attempts are being 
made to train discussion leaders from 
among personnel men, union leaders, 
recreation workers, librarians, and oth- 
ers. This appears to be a satisfactory so- 
lution when trainees are given an oppor- 
tunity to learn basic information about 
the aging process and retirement, to ob- 
tain help in establishing the content of 
the program, and to learn and practice 
some fundamental group discussion 





own groups have the distinct advantage 
of knowing their members, of being fa- 
miliar with retirement policies and ben- 
efits, and of having local community re- 
sources at their disposal. Further obser- 
vation of the performance of specially 
trained “lay” leaders is required, how- 
ever, before their effectiveness can be 
fully evaluated.® 


PLACE AND TIME OF MEETING 


The accessibility and acceptability of a 
meeting place, the time at which the dis- 
cussions are scheduled, and the general 
physical arrangements are all important 
factors to be considered during initial 
planning. In a program offered at an in- 
dustrial plant, for example, wives were 
reluctant to attend because their hus- 
bands stated that the plant was no place 
for women. In another instance, better 
participation was achieved by holding 
the meetings in a nearby church, because 
those who enrolled did not wish their 
co-workers to see them taking part in a 
preretirement program. Programs have 
been offered at all times of the day and 
in the evening. While those in the even- 
ing usually result in a greater number of 


spouses attending 


g, more than one group 


has shown a preference for the early 
morning hours, because the members are 
rested and the need to dress up and go 
out after a hard day’s work is eliminated. 


Conducting Preretirement Programs 
CONTENT 


Although emphasis varies from one pre- 
retirement discussion program to anoth- 
er, their content has been considerably 
standardized on the basis of a growing 
number of investigations, which show 
that occupational retirement removes 
the base from which the older worker 
derives personal satisfaction and social 
approbation.* Also, the individual is 


technics. Leaders working with theirg sconfronted with a drastic reduction in 
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income’ and with a vast increase in lei- 
sure time, which he is completely un- 
prepared to use in ways that yield the 
same satisfactions and social usefulness 
as did his work activity.® Poor health 
and decline in energy reserve often ag- 
gravate the situation,!° as does the need 
to readjust longstanding . marital ar- 
rangements, since the husband spends 
so much more time in the home.1! It is 
at this point, too, that the retiree may 


TABLE | 








face a decision about a different resi- 
dence or community in which to live. 
Table 1 shows the similarity among 
three typical preretirement group discus- 
sion programs. 

Despite the fact that current programs 
reflect most of the concerns of older peo- 
ple, it is good practice before initiating 
a program to give members the oppor- 
tunity to identify problems as they see 
them and to assure them that their con- 


The Content of Selected Preretirement Programs 





Industrial Relations Center 
The University of Chicago 


Making the Most of 
Retirement* 


The challenge of later 
maturity 


Nutrition and health in 
the later years 
need it 


The physical side of aging 


Mental health in later life 


Financial planning for 
retirement 





The meaning of work 
and retirement | 

| 

| 

| 


Getting the most out 
of leisure 


Increasing your retire- 
ment income 


Family, friends, and 
living arrangements 


Where to live when 
you retire 


Summing up 


Division of Gerontology 
The University of Michigan 
Preparation for Retirement* 


What is retirement going 
to be like 


How can | keep my health 
and get care when | 


| 
How can | make the | 
| 
| 
| 


What am | to do with 
my time after | retire 


How can | earn some 
money after | ‘retire 


How can | have a good 
family life after | retire 


How do | decide on the best 
place to live after | retire 


What does my plan for 
retirement look like 


Older and Retired 
Workers Department 


UAW (AFL-CIO) 


You and Your Retirement* 





Work and retirement in 
a changing world 





Health and happiness 
in retirement 


Money and retirement 


best use of my 
retirement income 


Family, friends, and 
living arrangements 


The union, the communi- 
ty, and the retired worker 








*Booklets have been prepared covering each of the topics indicated. 
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cerns will be recognized during the dis- 
cussions. Interviews with a group of re- 
tired people from the same occupation- 
al, social, and economic levels from 
which the preretirees are to be drawn 
are also worthwhile in determining the 
content of programs more realistically. 

A preretirement discussion program is 
only one of many kinds of services of- 
fered to older people who are approach- 
ing retirement. Some organizations de- 
pend largely upon one or more personal 
interviews, others circulate specially 
prepared literature, and some use a com- 
bination of approaches. 


METHODS AND MATERIALS 


Probably the most critical aspect of a 
preretirement discussion program other 
than content is the matter of achieving 
good communication between the discus- 
sion leader and group members and 
among the group members themselves. 
This is often difficult to accomplish, 
since most older people have had little 
experience with formal discussion or 
with adult education programs. The 
communication problem is intensified 
when groups include foreign-born per- 
sons who cannot speak, read, or write 
English with ease. Essentially, the task 
is one of providing common experiences 
around which there can be identification 
of interests, interchange of ideas and re- 
actions, and, eventually, a crystallization 
of decisions on the part of the individ- 
ual. A quantity of materials and a num- 
ber of technics have been developed to 
help leaders achieve these goals. 

Printed materials. The range of print- 
ed material from which a selection can 
be made is considerable.!2 Either these 
materials can be purchased outright, or 
a complete retirement counseling serv- 
ice, including printed and audio-visual 
aids, can be procured. These materials 
serve as a guide to discussion leaders, 
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and there are always some in the groups 
who read them and are stimulated to ask 
questions and discuss plans. 

Audio-visual materials. Similarly, the 
discussion leader has at his disposal a 
number of outstanding motion pictures, 
film strips, recordings, and dramatic 
plays which can be used to stimulate 
discussion.13, 14 

Autobiographical presentations. Re- 
tired people who have been carefully 
selected by personal interview on the 
basis of having made good adjustments 
to retirement are another resource which 
can be used most effectively. By relating 
their own experiences in arriving at cer- 
tain decisions and by expressing positive 
attitudes toward preretirement plan- 
ning, they invariably are able to evoke 
vigorous discussion and interchange 
among the group members. 

Demonstration and exhibits. With the 
discussion of the use of leisure time and 
of ways to supplement one’s income, 
effective use can be made of exhibits of 
arts, crafts, and community service ac- 
tivities arranged by the members them- 
selves. Whenever possible, these exhib- 
its should show individuals who are ac- 
tually engaged in the activities, and op- 
portunity should be afforded the exhib- 
itors to tell the group how they became 
interested and the values they derived. 

An exhibit of books and other mate- 
rials carefully selected to reflect the lan- 
guage and educational and occupational 
backgrounds of the members is usually 
an effective method for encouraging 
older people to make greater use of the 
library. In one program, outstanding re- 
sults were achieved by maintaining a li- 
brary exhibit throughout the program 
and allowing members to withdraw ma- 
terials during the class periods. 

Field trips. In most communities, it is 
possible to provide the opportunity for 
firsthand observation of many programs 
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and services for the aging, including 
recreational programs, activity centers, 
housing projects, health maintenance 
programs, and job-finding activities. ‘To 
derive the maximum benefit from field 
trips, members should be briefed ahead 
of time about the things for which to 
look, and opportunity should be provid- 
ed following the field trip to evaluate 
that which has been learned. 

Lectures. Despite the preference for 
the group discussion method in prere- 
tirement programs, the lecture method, 
if combined with discussion, still re- 
mains a good technic for presenting in- 
formation about many aspects of retire- 
ment. In this respect, resource persons 
representing social employ- 
ment, health services, libraries, recrea- 
tional programs, investments, life insur- 
ance, legal procedures, and housing de- 


security, 


velopments can be invited to participate. 

Group socialization. Willingness to 
participate in group discussion is direct- 
ly related to how well the members be- 
with one another. 
Therefore, it is especially important to 


come acquainted 
encourage group participation by means 
of a social hour, by having committees 
of members working on special assign- 
ments, and, in general, by using every 
technic at the disposal of the discussion 
leader for creating a friendly atmos- 
phere during the sessions. 


RESULTS 


Some of the immediate effects of partici- 
pation in preretirement discussion pro- 
grams—attitude changes, acquisition of 
information, and the development and 
implementation of plans for retirement 
—have been fairly well documented.!¢ 
Preretirement programs have also been 
shown to reduce anxiety and to have 
positive effects upon personal adjust- 
ment.!* Some studies question the rela- 
tionship between preretirement plan- 
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ning and adjustment after retirement.18?° 
One of these studies!® suggests, how- 
ever, a direct relationship between an 
anticipatory attitude toward retirement 
and adjustment in retirement. 

With respect to other objectives, such 
as improving public relations, maintain- 
ing the efficiency and productivity of the 
older worker, increasing worker morale, 
and recognizing the contributions of the 
older worker, very little is known about 
the effectiveness of preretirement pro- 
grams. Also, not much is known about 
the long-term effects of participation in 
preretirement programs. Definitive stud- 
ies based upon an experimental method 
are needed to further substantiate im- 
mediate gains as well as those benefits 
which may be sustained throughout the 
retirement years. 


Future Developments 


Education for the aging, including edu- 
cation for those who are on the verge of 
retirement, has been developed for the 
most part on the premise that people 
face certain crises or problems as they 
grow older and that a fuller understand- 
ing of these problems results in greater 
contentment during the later years. This 
emphasis on the problems of older peo- 
ple is no accident. Studies reported at 
about the same time that the first educa- 
tional programs were being offered to 
older people revealed a wide range of 
old age problems. Moreover, to para- 
phrase Paul Essert,?! the pattern in 
American adult education has been one 
of the development of many specializa- 
tions, each of them designed to meet a 
recognized need or emergency. 

Despite the achievements of the past 
decade, older people still express consid- 
erable discontent with situations of in- 
sufficient income, inadequate housing, 
poor health, and the lack of opportunity 
in a society that places a low premium 
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on the older individual. Therefore, if 
educational programs for older adults 
are to reflect the immediate concerns of 
those who take part in them, it is most 
likely that they will continue to empha- 
size old age problems and their solu- 
tions. Indeed, there is ample justification 
for their continuation in this format as 
long as they reduce anxiety, create an- 
ticilpatory attitudes toward retirement, 
increase understanding of what to ex- 
pect, and encourage the individual to 
make maximum use of personal and so- 
cial resources for adapting to’ changing 
circumstances. It would be most unfor- 
tunate, however, were a preoccupation 
with the problems of old age to preclude 
other objectives and other considerations. 


LEARNING NEW ROLES 


There is a growing awareness that adult 
education can become an effective in- 
strument for stimulating people to 
change old roles and to learn new ones. 
To be sure, the task confronting educa- 
tion for the aging in this regard is not 
easy. Until recently, understanding of 
the potential of older people for change 
has been extremely limited, and Ameri- 
can society has given these persons little 
encouragement or opportunity to re- 
place work and family roles with others 
with equivalent values. 

Current research in role behavior of 
middle-aged and older people, as well as 
a number of new studies in progress on 
the use of leisure time, will undoubtedly 
produce valuable guideposts for the fur- 
ther development of preretirement edu- 
cation programs. Postulates such as those 
developed by Robert Peck2? in his psy- 
chosocial analysis of the second half of 
life are useful guidelines for developing 
more emphasis upon self-evaluation as 
the precursor to finding satisfactory 
roles in the later years. In fact, the 
“Aging in the Modern World” study— 
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discussion program, developed by the 
Division of Gerontology with the assist- 
ance of a grant from The Fund for Adult 
Education, is an excellent prototype for 
further attempts to encourage self-as- 
sessment and the realization of new so- 
cial role potentials.?8 


CREATING SOCIAL CHANGE 


At the same time that education for the 
aging encourages older people to realize 
their full potential for performing so- 
cially useful roles, it must also explore 
the possibility of creating an environ- 
ment in which the older individual has 
the opportunity to practice these roles. 
Otherwise, efforts to encourage people to 
learn new roles in old age will be se- 
verely attenuated. 

The use of all forms of mass media, 
of community-wide forums and confer- 
ences, and of demonstrations and exhib- 
its can be stimulated within the frame- 
work of education for the aging in order 
to change entrenched attitudes toward 
the aging. Moreover, education for the 
aging can become much more effective 
in training older persons themselves for 
exercising intelligent leadership at both 
the local and national levels in bringing 
about social action and change. 

These, then, are two important direc- 
tions which education for the aging 
might profitably take in the future, not 
only by the introduction of new content 
and methods in existing programs but 
also by the formulation of entirely orig- 
inal programs for the aging devoted to 
different educational objectives. In 
maintaining a flexible, exploratory ap- 
proach to retirement education, practi- 
tioners will make maximum use of the 
wealth of research findings that are be- 
coming available, which, in turn, will 
contribute valuable information about 
older people and their behavior in a 
changing society. 
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Training 
in social 
gerontology 


WILMA DONAHUE, PH.D. 
ANN ARBOR, MICHIGAN 


The growth of social gerontology 
as a new area of scientific endeavor 
carries with it the need for an assess- 
ment of research frontiers and a 
coordinated program of research 
training to supplement the pro- 
grams of institutional training. The 
need for such research training pro- 
grams has been the most consistent 
response to the question of the char- 
acter of future training programs. 


WILMA DONAHUE is chairman, Division 
of Gerontology, Institute for Human 
Adjustment, and lecturer in psychol- 
ogy, University of Michigan. 
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WH At the 1955 annual meeting of the 


Gerontological Society, Inc., the Section 
on Psychology and Social Sciences ap- 
pointed an ad hoc research committee to 
explore a means for more clearly defin- 
ing the role of the social sciences in ger- 
ontology. The committee met and agreed 
that the most compelling need was for 
university instruction in the psychosocial 
aspects of aging. All three members—Dr. 
James Birren, Dr. Clark Tibbitts, Dr. 
Wilma Donahue—had been impressed 
with the paucity of college courses in the 
field of aging revealed by Dr. Dale Har- 
ris’ survey in 1947,! with the increasingly 
insistent demands for personnel trained 
in both the scientific and the applied 
fields of social gerontology, and with the 
growing number of individuals seeking 
opportunities for training. The crucial 
question seemed to be that of how to 
augment the number of college and uni- 
versity teachers equipped to train others 
in the psychologic, social science, and 
applied aspects of aging in order that 
they, in turn, might insure through their 
own teaching an adequate supply of per- 
sons to fill the mushrooming require- 
ments of the field. The problem was re- 
ferred to the Research Committee of the 
Gerontological Society itself with the re- 
quest that a subcommittee be established 
to devise a plan for dealing with this 
pressing situation. The committee was 
appointed and included, in addition to 
the original three members, Robert W. 
Kleemeier, Ewald W. Busse, M.D., John 
E. Anderson, and Ernest W. Burgess. 
The destiny of social gerontology was 
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undoubtedly cast when these first steps 
were taken in the long chain of events 
which were to lead eventually not only 
to the Inter-University Training Institute 
in Social Gerontology but also to the de- 
velopment of other types of programs 
aimed at increasing the number of per- 
sons trained to teach and to serve in the 
burgeoning field. Examples of these sub- 
sequent efforts include the two training 
seminars held in June, 1956, as a part of 
the University of Michigan’s Ninth An- 
nual Conference on Aging,? the special 
Ph.D. training programs with specializa- 
tion in aging at Washington University in 
St. Louis and the University of Chicago, 
which admitted their first trainees in 
September, 1958, and a six-day confer- 
ence at Aspen, Colorado, in the fall of 
1958 on the preparation of social workers 
for work with the aging sponsored by the 
Council on Social Work Education.’ 
The second phase of the development 
of the Inter-University project got under- 
when Dr. Robert Kleemeier was 
asked to convene a group under the 
auspices of the newly appointed research 


way 


subcommittee to develop a specific plan 
for a training program. The National In- 
stitute of Mental Health made a grant in 
support of the working conference, and 
the University of Florida served as the 
fiscal agent. The meeting was convened 
in Palm Beach, Florida, July 26 to 31, 
1956. A full report of the deliberations 
and the distin- 
guished group of conferees has already 
been published in full;* thus, only the 


recommendations of 


following summary of the major recom- 
mendations of the group is required 
here: 


1. that a training institute in social geron- 
tology be established to further the training 
of social scientists in the field of aging in 
order to help increase the number of edu- 
instruction and 


cators prepared to offer 


direct research in social gerontology. 
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2. that the training institute be organized 
on a cooperative inter-university basis in- 
volving the widest possible geographic 
spread of educational institutions, thus 
bringing to all parts of the country geron- 
tologically trained teaching personnel and 
insuring that the effort is national in scope 
and impact. 

3. that the University of Michigan be the 
coordinating agency for the project and that 
Dr. Wilma Donahue be its director. 

4. that the program of the institute include: 


a. the preparation and publication of 
systematic technical summaries of existing 
scientific knowledge in the psychological, 
social, economic, and political aspects of 
aging. 

b. that special surveys of problems and 
preparation of materials related to the 
introduction of gerontology into the cur- 
riculum and the support of graduate stu- 
dents and of research be undertaken. 

c. that an intensive four-week training 
institute be offered to selected college 
faculty members interested in preparing 
to teach gerontology in their respective 
universities and colleges. 


The Inter-University Training Institute 
in Social Gerontology 


The third phase of the Inter-University 
project began when grants were made 
January 1, 1957 to the University of 
Michigan in support from the National 
Institute of Mental Health and the Na- 
tional Heart Institute. At that time 16 
universities—California, Chicago, Con- 
necticut, Cornell, Duke, Florida, Illinois, 
Iowa, Michigan, Minnesota, Pennsyl- 
vania State, Pittsburgh, Purdue, Syracuse, 
Washington (St. Louis) , and Wisconsin 
were invited to become sponsors of the 
project. Subsequently members of an 
Inter-University Council* were named, 
*J. E. Anderson, (Minn.), H. W. Braun, (Pittsburgh), 
J. H. Britton, (Penn. State), M. E. Bunch, (Wash. at 
St. Louis), F. F. Fauri, (Mich.), R. W. Fleming, 
(IIL), E. A. Friedmann, (Wisc.), H. C. Hunsaker, 
(Purdue), H. E. Jones, (Calif.), D. P. Kent., (Conn.), 


R. G. Kuhlen, (Syracuse), L. Saville, (Duke), G. F. 
Streib, (Cornell). 
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and an Executive Committee* was select- 
ed to represent the Council. 

Definitive plans for the Inter-Univer- 
sity Training Institute in Social Geron- 
tology whose central headquarters were 
established at the University of Michi- 
gan were evolved at the meeting of the 
Council and Executive Committee held 
in Ann Arbor, April 17 to 19, 1957. The 
primary purposes of the Institute were 
(1) to shape the scientific field of so- 
cial gerontology through the collection 
and systematization of existing scientific 
knowledge in the psychologic and social 
aspects of aging; (2) to disseminate this 
knowledge through publication and 
through the training of social science 
faculty in colleges, universities, and 
professional schools; and (3) to increase 
the number of social scientists trained to 
teach, carry on research, and offer ser- 
vice in the field of social gerontology. 


Programs of the Institute 


To fulfill its purposes, a series of re- 
lated programs were undertaken in 
three broad categories: 


1. Those devoted to the preparation and 
publication of systematic technical sum- 
maries of existing scientific knowledge in the 
psychologic and social aspects of aging. 


2. Those relating to the problems involved 
in introducing and establishing social geron- 
tology as a part of the university curriculum. 


3. Those directed to the training of univer- 
sity and college faculty prepared to offer 
instruction in the field, and to increasing 
interest in and promoting the development 
of opportunities for research in social geron- 
tology. 

All three of these categories are seen 
as integrally related to the basic prob- 
lem of determining the nature and con- 
*J. E. Anderson, J. E. Birren, E. W. Burgess, E. W. 
Busse, M.D., W. W. Morris, Bernice L. Neugarten, 


C. Tibbitts, I. Webber, R. C. Wilcock, Wilma Dona- 
hue, chairman, 
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tent of social gerontology and of meeting 
the need for personnel trained to teach 
and direct research in the field. 


Instructional Materials 


The development of the field of social 
gerontology as a proper area of educa- 
tion and research required that existing 
scientific knowledge be gathered and or- 
ganized to provide a comprehensive ref- 
erence work on the subject which, in 
turn, would furnish a basis for instruc- 
tion. Accordingly, preparation of the 
following three volumes was undertaken 
under the editorships of three outstand- 
ing gerontologists.+ 

Handbook of Aging and the Individ- 
ual: Psychological and Biological As- 
pects of Aging systematizes the biologic 
and psychologic factors related to the 
aging of the individual. Its editor is Dr. 
James Birren. The material of the book 
is organized in four sections: the theor- 
etical and empirical foundations of ger- 
ontology, the biologic bases of the be- 
havioral aspects of aging, aging and 
environmental settings, and psychologic 
characteristics of aging individuals. 
There are twenty-four chapters in the 
book, each of which has been prepared 
by an outstanding biological or be- 
havioral scientist. 

Aging and Society: Handbook of Social 
Gerontology—deals with the social phe- 
nomena of aging as manifested through 
the impact of cultural and societal deter- 
minants of aging and their inter-relation- 
ships on the individual, and through the 
impact of older people on the cultural, 
social, and institutional organization of 
society. The 19 chapters are organized 
under 3 headings: the basis and theory 
of societal aging, the impact of aging on 
individual activities and social roles, and 
+Two of these volumes have been published by the 


University of Chicago Press. The remaining one will 
be available in the fall of 1960. 
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aging and the reorganization of society. 
Dr..Clark Tibbitts is editor of the vol- 
ume, and distinguished scholars in the 
social sciences have contributed the 
various chapters. 

The third book—Aging in Western 
Culture: A survey of Social Gerontol- 
ogy—offers a comparative interpretation 
of the impact of aging and the methods 
employed to promote the welfare of 
older people in various countries of 
Western Europe and the United King- 
dom. Much of the data and information 
were gathered at first hand by the indi- 
vidual authors of the 10 chapters of the 
book. Dr. Ernest Burgess is editor of the 
volume. 


Aids of Academic Development of 
Social Gerontology 


The second program of the Inter-Uni- 
versity Training Institute was concerned 
with surveying the current status of uni- 
versity instruction in social gerontology 
and identifying the major sources of 
support for training and research in the 
field. The program also included the 
preparation of a series of course syllabi 
and annotated bibliographies in the 
several gerontology. 

The survey of university instruction 


aspects of social 
in social gerontology was prepared under 
the chairmanship of Richard C. Wilcock 
and a committee made up from members 
of the Inter-University Council and with 
the assistance of Harold L. Orbach, as- 
sistant director of the project. A sum- 
mary of the data collected in the winter 
of 1957-58 indicates that, although there 
is undoubtedly growing interest in pro- 
viding training for graduate students in 
the field of gerontology, course offerings 
are still very limited. 

Out of 312 institutions returning the 
survey questionnaires, only 50 were offer- 
ing credit courses or seminars in some 
area of social gerontology; many of these 


804 











courses had been initiated only within 
the prior year or year and a half. De- 
partments or schools offering credit 
courses were distributed as follows: 

4 public health 

2 nursing 

2 medicine 

2 home economics 
1 psychiatry 


17 sociology 
18 psychology 
4 social work 
5 education 


5 economics 


Thirteen other institutions reported 
that they were planning credit courses 
or seminars in one or more areas of 
social gerontology. Research in social 
gerontology appeared to be receiving 
somewhat more attention than instruc- 
tion. Seventy-two institutions out of the 
312 reporting listed a total 184 research 
and thesis studies under way or currently 
planned in social gerontology. 
work- 
aspects 


Noncredit extension 


shops, and conferences on some 


courses, 


of social gerontology were being offered 
at 41 institutions. 

Considering credit courses, research, 
and noncredit offerings together, there 
was a total of 87 institutions at the time 
of the survey where some activity in 
social gerontology was being carried out. 

The survey will be repeated in the 
spring of 1960 and a comparison of these 
findings with those obtained in the 
earlier survey will be made in order to 
determine what, if any, change has oc- 
curred to the amount of instruction and 
in the fields offering such training. 

The survey of government and foun- 
dation support for social gerontology was 
planned by a committee of the Inter- 
University Council under the chairman- 
ship of Dr. Woodrow W. Morris. Since 
the results of this study have already 
been published,® there is no need to re- 
port the findings here beyond making a 
comment on the almost total lack of 
fellowships: and traineeships in social 
gerontology. With the exception of those 
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being provided by the National Insti- 
tutes of Health, only one organization 


was supporting a fellowship at the time 
of the survey. Funds for research were in 
somewhat larger supply, but such funds 
without the supplementation of trainee- 
ships or fellowships are not likely to re- 
sult in the training of large numbers of 
students. 


Preparation of five course syllabi in 


social gerontology was carried out under 


the editorship of Dr. Irving Webber with 
the assistance of a committee of Inter- 
University Council members. In the ed- 
itor’s forword to the syllabi, Dr. Webber 


says that preparation of the syllabi and 
annotated bibliography “was under- 


taken in order to meet the need for teach- 
ing materials in social gerontology 
the introduction of courses into the cur- 
ricula of colleges and universities has 
been hampered . . . by the paucity of 
textbooks and of study guides except 
those of a rather general character.” The 
syllabi were prepared to aid in filling 
this void in instructional materials. They 
are intended for use only as possible 
foundations of materials and aids in the 
several fields covered and not as final 
and definitive course outlines. 

The syllabi have been published and 
are being distributed by the Institute in 


Title 


I. ‘he Economics of An Aging Population 


—_— 


III. The Sociology of Aging and the Aged 


IV. Social Welfare and the Aged 


V. An Interdisciplinary Course in Social Gerontology 
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I. The Psychology of Aging and the Aged 3 


Social Gerontology, University of Mich- 
igan. Syllabi and annotated biblio- 
graphies are listed below. 


Summer Institutes in Social Gerontology 


The foregoing programs were part of the 
over-all preparation for the Council’s 
basic objective of training faculty for 
the teaching of social gerontology. To 
this end, two summer institutes in social 
gerontology were held which offered a 
month’s intensive training to established 
university and college faculty members 
in the psychologic and social sciences 
and allied professional fields. 

The first summer institute was held 
under the auspices of the University of 
Connecticut at Storrs, August 3 to 29, 
1958; the second one was sponsored by 
the University of California at Berkeley, 
August 3 to 28, 1959. Members for the 
two Institutes were chosen from among 
the applicants who responded to the an- 
nouncement by the Inter-University 
Council of the availability of training 
fellowships. The fellowships provided 
travel, living expenses, and a $500 
stipend. 

That interest is current among teach- 
ing faculties in various social sciences 
and related fields is evidenced by the fact 
that each year there were 130 fellow- 


Authors 

Walter H. Franke 
Richard C. Wilcock 
Raymond Kuhlen 
Woodrow W. Morris 


Irving L. Webber 
Gordon Streib 
Gordon J. Aldridge 
Fedele F. Fauri 
Bernice L. Neugarten 
Robert J. Havighurst 
Claire F. Ryder 































































TABLE | Distribution by Professional Field 
Field Number of applicants Number of nominees 
1958 1959 1958 1959 
: Sociology | 50 ee oS 
Psychology 29 15 10 9 
Education 13 5 l 0 
Economics 1] 9 3 4 
Social work 10 21 2 a 
Political science 5 ] 3 ] 
Social science 4 6) 0 0 
Nursing 3 =| 0 ] 
Anthropology ] fe) ] 6) 
Medicine 1 3 0 2 
Psychiatry ] 0 ] 0 
Pharmacy ] 0 | ) 0 
Home economics l 6 0 3 
Public health ) 1 | 0 1 
i epee Hy hee ghet | eA prio Se eee 
Total 130 130 | 36 40 
TABLE 2 Distribution by Academic Rank 
or Number of applicants | Number of nominees Total 
1958 1959 | 1958 1959 
Professor 38 20 «| ~O19 . o 28 
Associate professor 29 27 | 12 14 26 
Assistant professor 28 51 | 4 13 17 
Instructor 20 14 ] 3 4 
Other title 15 18 0 1 1 
Total 130 130 36 | 40 76 
TABLE 3 Other Characteristics of Applicant and Nominee Groups 
Applicants Nominees 
item 1958 1959 1958 1959 
(N=130) (N=130) (N=36) (N=40) 
Number of states represented 39 | 40 29 27> 
Age range 28-61 | 21-61 27-55 27-59 
Number 40 yrs. of age or under 65 | 70 20 ZF 
Sex——number of males 109 | 72 36 32 




















1Puerto Rico was also represented. 
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ship applicants. (Approximately 100 
other applications and requests were re- 
ceived each year after the deadline for 
consideration.) These applicants repre- 
sented from 10 to 15 fields (table 1). 
The largest number of applications were 
made by sociologists, and the selection 
committee of the Inter-University Coun- 
cil nominated to fellowship a total of 
39.5 per cent (or 30 persons) from this 
field. Psychologists constituted another 
25 per cent (or 19 persons) and the 
remaining third (or 27 persons) were 
scattered over 12 other fields. Thus, al- 
though the group was inter-disciplinary 
in composition, it was heavily weighted 
in favor of psychology and sociology. 


The Fellows 


The seventy-six nominees (36 in 1958 
and 40 in 1959) selected represented 36 
states and the Commonwealth of Puerto 
Rico, and came from 64 different educa- 
tional institutions. Academic rank of the 
nominees is shown in table 2. The inter- 
est of well-established faculty personnel 
(21 fellows were heads of departments 
or deans of schools) indicates a proba- 
bility that instruction in aging will have 
a favorable climate in which to develop 
if one can assume administrative involve- 
ment as a factor in gaining acceptance of 
new teaching fields and courses. 

Approximately 60 per cent of the fel- 
lows were under age 40 (table 3). In 
1959, the Selection Committee gave spe- 
cial consideration to the selection of 
younger applicants in the belief that 
fewer young faculty men would have 
already made life-long commitments to 
other fields. 

A number of the applicants had _ al- 
ready done some work—research, teach- 
ing, or both—in gerontology; but of 
those selected for fellowships, only 6 in 
1958 and 7 in 1959 had offered any in- 
struction in the field prior to making 
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application to the Summer Institute. Al- 
most without exception, the future aims 
of the applicants and nominees included 
teaching courses in gerontology at the 
graduate level and carrying on research 
in aging and/or directing the research 
of degree candidates specializing in 
aging. 


The Summer Institute Curriculum 


The development of a curriculum for 
the Summer Institutes in Social Geron- 
tology was necessarily a pioneering 
effort since the Institutes were a unique 
endeavor. In general, it was decided that 
the curriculum should be so organized 
as to provide a rich exposure to con- 
temporary scientific thinking in social 
gerontology and first-hand acquaintance- 
ship with leading investigators in the 
field. Further it was planned to apply 
the scientific data to the practical prob- 
lem of aging through discussion, project 
development, and field trips. For the 
first Institute (1958) it was assumed that 
no special emphasis need be given to the 
planning of specific programs of research 
and training for use at a later time. Ex- 
perience, however, showed this to be an 
unwarranted assumption; and, at the 
suggestion of the 1958 fellows, special 
research seminars and project com- 
mittees were included in the 1959 In- 
stitute. 

Two basic seminars constituted the 
major part of the Institute curriculum. 
One, Behavioral Aspects of Aging, en- 
compassed the biologic, psychologic and 
psychiatric aspects of the aging process 
and their impact on the aging indivi- 
dual: the nature of physical aging and 
physical health in the aged; the character 
of sensory, perceptual, and psychomotor 
changes with age; learning, memory, and 
intellectual and motivational processes; 
age changes in personality, interests, at- 
titudes, and social adjustment; and men- 
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tal health, mental disorders, and the 
psychiatric treatment and care of the 
aged. The other seminar, Social Geron- 
tology, offered a systematic presentation 
of the field covering the demographic, 
health, and cultural factors in aging: the 
changing position, roles, and social ad- 
justment of individuals in the later states 
of the life cycle, including family and 
associational relationships; the impact of 
aging on the social, economic, and po- 
litical structure of society; and societal 
measures to promote and support the 
health and well-being of the older popu- 
lation and of society. 

Following are the topical outlines of 
the two seminars indicating the organiza- 
tion of the material. 


SEMINAR ON BEHAVIORAL ASPECTS OF AGING 


Orientation 
Introduction to Behavioral Aspects of 
Aging 
Physiology and General Biology of Aging 
Physical Aging 
Physiological Aging 
Health and Activity Levels 
Aging in the Central Nervous System 
Psychology of Aging 
Sensory and Perceptual Changes 
Psychomotor Performance and Work Out- 
put 
Learning and Memory 
Intellectual Changes 
Creativity 
Interests and Activities 
Emotions, Motivation, Attitudes, and 
Values 
Personality Changes with Age 
Mental Disorders and Psychiatric Changes 
with Age 
Reactions to Illness and Disability 
Neurotic Patterns of Adjustment 
Psychosomatic Disorders 
Psychosis Related to Age 
Psychiatric Care 
Training in Behavioral Gerontology and 
Applied Fields 
General Curricula and Special Courses 
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SEMINAR IN SOCIAL GERONTOLOGY 
Orientation 
Introduction to Social Gerontology 
Background of Aging as a Social Phenom- 
enon 
Cultural Factors in Aging 
Sociology of Aging: Social Psychologic As- 
pects 
Roles and Status of the Aging 
Work Roles and Retirement 
Leisure Roles 
Roles of Older People in Associations 
Sociology of Aging: Aging and Social Struc- 
ture 
The Changing Population Structure 
Evolving Family Relationships 
Impact on Organizations and Institutions 
Role Choice and Aging 
Aging and the Economic Structure 
Aging and the Labor Force 
Economic Status and Sources of Income 
Programs for Financial Security 
Aging and the Political Structure 
Impact on Government and _ Political 
Behavior 
Programs of Social Action for an Aging 
population 
Health Facilities and Services 
Housing the Elderly 
Developing Organizations and Services 
Training in Social Gerontology and Ap- 
plied Fields 
General Curricula and Special Courses 


The Behavioral Aspects Seminar was 
organized by Professors Ewald W. Busse 
and John E. Anderson in 1958, and by 
Professors Busse, Robert W. Kleemeier, 
and Harold E. Jones in 1959. The Social 
Gerontology seminar was directed by Dr. 
Clark Tibbitts and Professors Bernice 
Neugarten and Ernest Burgess in 1958, 
and by Dr. Tibbitts and Professors Rob- 
ert J. Havighurst and Burgess in 1959. 
Other special lecturers included some of 
the country’s most distinguished scient- 
ists. The two Handbooks on the Survey 
of Western Cultures were available in 
draft form and constituted the basic ref- 
erence works for the seminar. 
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One may ask, how did the fellows re- 
spond to the obviously rigorous academic 
fare. Many said that it was a stimulating, 
informative, intellectual experience. 
Many said they enjoyed the rare privi- 
lege of working in a truly interdisciplin- 
ary situation, and that, as a result, they 
had achieved a new and comprehensive 
view of the field of gerontology. Several 
indicated that they had achieved a firm 
commitment to gerontology as a life 
work. All agreed the Handbook materials 
were of incalcuable and enduring value 
as reference works. All expressed a strong 
sense of participation in a unique and 
historic undertaking and predicted that 
the full impact of the Summer Institutes 
on the field of Social Gerontology could 
not be measured for several years since 
the seeds planted would take a number 
of years to fully mature. It is the con- 
sidered opinion of the Institute faculty 
and of the Inter-University Council that 
the 75 fellows trained in the Summer 
Institutes represent the initial cadre of 
instructors in the new field of social 
gerontology and that, because of their 
strategic locations in every region of the 
country, they will constitute nuclei from 
which further development of the field 
will emanate. 

The experience gained from the two 
training institutes, the clear emergence 
of social gerontology as a scientific field 
of study which the Inter-University In- 
stitute has helped bring about, the in- 
creasing requirements for trained teach- 
ing and research personnel in geron- 
tology, and the pressing demands for 
practitioners for the aged suggest the 
direction and nature of further training 
efforts. First, the number of requests 
from qualified social science and profes- 
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sional faculty for short-term, intensive 
training in the field makes obvious the 
need for additional training institutes 
similar to those already held. Second is 
the need for the development of region- 
al institutes at universities having well- 
established research and training centers 
where post-doctoral students may enroll 
for training in some specialized aspects 
of the field. Finally, there is need for 
gerontologic fellowships which will en- 
courage the entry of young doctoral 
students and professional workers in the 
field and which will become a realistic 
goal only with the expansion of research 
opportunities. 

The growth of social gerontology as 
a new area of scientific endeavor car- 
ries with it the need for an assessment 
of research frontiers and a coordinated 
program of research training to sup- 
plement the programs of instructional 
training as the next major step in the 
development of the field. The need for 
such research training programs has been 
the most consistent response from the 
fellows of the Summer Institute to the 
question of the character of future 
training programs. 
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The need for combating fear 
in hospital practice 


MM Last year, while in England, Dr. 
E. M. Bluestone of New York gave a 
fine address on the problems of combat- 
ing fear in the minds of hospital pa- 
tients. He pointed out that one of the 
characteristics of good physical and 
mental health in a person is his ability 
to curb his fears. When it looks to an 
aging man as if his lifelong good health 
were about to fail, fear is likely to assail 
him, and soon it may become very hard 
for him to control it and its effects upon 
him. Then he will need help, and he 
may need it badly. He no longer will be 
able to lift himself out of it. It will be a 
bad day for him if no one notices his 
fear or cares anything about it. 

As Dr. Bluestone says, it is sad that 
we doctors so often feel that we have 
done our duty when we have given our 
patient a diagnosis plus a prescription 
or an operation. We won't stop to take 
time to help him with his fears. We do 
not realize how important fear can be in 
retarding recovery, and hence we do 
nothing about it. Often, in our hearts, 
we may even look dowi: on the man 
who fears. I remember a_ physician—a 
friend of mine—who never had much 
sympathy with his patients and their 
fears until one day he had to be operat- 
ed upon; then what a change came over 
him! No longer would he just walk out 
of the room when, after an operation, 
the patient begged for a few words of 
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encouragement. Always, then, he would 
stop and give a little hope. Often he 
would say to the patient, “I know what 
you are going through because, awhile 
ago, I went through it myself.” 

As Dr. Bluestone says, ‘Sickness is a 
humiliating experience for any previ- 
ously robust person, and the weaker and 
more dependent he gets, the more this 
offends his dignity. It is normal for a 
person to glory in his strength, and when 
this precious asset leaves him, he fears 
that it may not return, or that he might 
have to pay a crippling price to get it 
back.” 

Fear always gets worse and worse 
when the patient is kept in the dark 
about his condition and when, day after 
day in a hospital room, he is left alone 
with his thoughts. A man may then be- 
come filled with fear of ultimate helpless- 
ness or of an inability ever again to earn 
his living. He may hate to be babied 
because of his illness. He will hate “‘cat- 
washes” and bedpans. As the Roman 
Emperor Vespasian once remarked, “An 
emperor who wants to keep his dignity 
to the end had better die standing up!” 
How humiliating to an emperor who 
has been ruling the world to have to lie 
in bed, so weak he has to be cared for 
by women! 

Interesting is Dr. Bluestone’s challenge 
to hospital administrators. “Show me 
your methods of dealing with the com- 
plications of fear, and I will show you 
what kind of a hospital you’ve got.” He 

the late 
Dr. George W. Crile used to go to great 


reminded his hearers of how 


lengths to lessen fear in patients who 
were about to have a thyroidectomy for 
exophthalmic goiter. Some of us remem- 
ber how he used to have the anesthetist 
go each day to the room of a woman 
patient and give her a few whiffs of gas 
until she lost all fear of it. Then, one 
day, enough was given so that she went 
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to sleep. When she awoke, she found 
herself in her room with the much- 
dreaded operation done and behind her. 
Dr. Crile knew that some persons die of 
fright in the operating room. Dr. C. W. 
Mayo, who recently operated on me, had 
an even better idea: before I was to go 
up to the operating room, I was given 
so big a dose of Nembutal that later I 
had only the faintest remembrance of 
having gone up, and I had no remem- 
brance at all of being anesthetized. 

As Dr. Bluestone went on to say, we 
physicians should more often come close 
spiritually and emotionally to our pa- 
tients. “You cannot help a drowning 
man from a distance—you must come 
close to him.” Some of us physicians, on 
visiting in a hospital, have been dis- 
tressed to see a physician while making 
rounds go into and out of a room with- 
out either greeting or saying good-bye 
to the patient. This is a poor practice of 
medicine. Later, when the patient begs 
the resident or the intern or the nurse 
to repeat anything that the doctor said 
outside in the hall, he may be told that 
he must get his information from the 
chief. 

Curiously, even a sick physician in a 
hospital may find it impossible to get in- 
formation about his condition! He may 
be treated as if he were a half-wit. His 
doctor may drop in for a few minutes; he 
will look at the chart and say, “You're 
doing fine, old man,” and walk out. The 
doctor-patient may ask the laboratory 
man, “What was my leukocyte count 
yesterday,” and no answer will be given 
him. He may ask the nurse what his 
temperature is, and she may give him an 
evasive look and walk out. When I was 
operated on, I was so glad that my sur- 
geons and physicians continued to treat 
me like the physician and old friend that 
Iam. 

Dr. Bluestone pointed out that, after 
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operations, early ambulation is helpful 
if only because it cheers the patient and 
boosts his morale. It helps morale also 
to have a loved relative with the patient 
for much of each day: hence it is ad- 
visable to have liberal visiting privileges 
in a hospital. The relatives should not 
be denied access to the patient. Often, 
patients fear going to a hospital because 
they dread the loss of their “rights” and 
their liberty. They need the family affec- 
tion which normally surrounds them at 
home. They fear that, in the hospital, 
they will get only impersonal, mechani- 
cal, and routine treatment. 

To avoid some of these difficulties, Dr. 
Bluestone planned and established a 
type of extramural and “Home Care” 
program of hospital service to supple- 
ment its intramural service. Perhaps an 
elderly patient with a bad heart or an 
arthritic patient or a patient suffering 
from a stroke will stay at home, and 
every so often a group will come out 
from the hospital—as at Montefiore, 
New York City—perhaps to train the 
man’s wife to give him his physiother- 
apy and help with his rehabilitation. 
This leaves the patient in contact with 
his family and with his family doctor 
who may be an old and trusted friend. 

I feel strongly that one of the best 
things a hospital could do to improve 
its services to people and to maintain 
better relations with its patients and 
their families and the public would be 
to employ one or more hostesses—fine, 
mature, and kindly women who would 
give people confidence, get information 
for them, keep them from feeling lost or 
forgotten, often reassure them, help 
them to understand what is being done 
and why it is being done, help in keep- 
ing them in contact with their loved 
ones, combat fear, and clear up many a 
grievance before it became dangerous. 

WALTER C. ALVAREZ, M.D. 
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Medicare for elders 

fj It is interesting to reflect on how 
rapidly medicare for older people has 
become front-page news in our country. 
This shows the increasing significance of 
the problem confronting us. It is well 
that such full debate was given to federal 
proposals for medicare. Curiously, nei- 
ther the Republican nor the Democratic 
bill was passed. Perhaps, fortunately, the 
bill that did pass is nonpartisan. 

The major provision of the Health 
Care Bill eventually passed indicates 
that anyone 65 or older “whose income 
and resources are insufficient’ can be 
helped by the medicare legislation. Eli- 
gibility will be determined by a state 
agency, and each state will set its own 
rules. The chances are that, to prove 
eligibility, old people will have to show 
they have exhausted most of their re- 
sources and their children cannot be of 
further help to them. 

In order to take advantage of federal 
legislation, which is not tied to social 
security, each state will have to partici- 
pate in the program. If a state declines 
to accept the program, then no one in 
the state will be able to qualify for fed- 
eral medical care. Federal payments will 
probably range from 50 to 60 per cent 
of the total, with the poorer states get- 
ting the higher percentages. In each 
state, the authorities will have to deter- 
mine how long the medical assistance 
can be maintained in any particular in- 
stance. 
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In reaching reasonable agreement on 
a medical care program for older people, 
the democratic process in our country 
has fully justified itself. It will now be 
pertinent to raise the question of provid- 
ing ways and means whereby our people 
can begin to train themselves for old 
age. This training could well begin in 
adolescence, in our high schools and col- 
leges, and continue throughout vigorous 
adult life. This preparation for old age 
should include broad psychologic train- 
ing, with deliberate provision for eco- 
nomic security and for social stability. 
With such a program underway, we may 
be able to handle our growing geriatric 
problem with increasing efficiency and 
satisfaction. 
CHAUNCEY D. LEAKE 


Federal support for 
research in aging 


Mi The National Institutes of Health 
have issued a summary of publications 
reporting research supported by NIH in 
the field of aging. This has been pre- 
pared by Robert W. Palmer and the 
Center for Aging Research of NIH. It is 
amazing that the National Institutes of 
Health have increased their 
support for studies on aging from less 
than a million dollars in 1955 to around 
14 million dollars now. As Dr. G. Halsey 
Hunt, chief of the Division of General 
Medical Sciences, says in his introduc- 


research 
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tion to the report, “This growth reflects 
the rapidly expanding national and in- 
ternational interest in gerontology 
among medical and biological scientists 
and interesting concern for the well- 
being of the older population groups.” 

The report classifies the research from 
the standpoint of aging at the level of 
individuals in populations, at the level 
of organs and organ systems, at the level 
of tissues, at the level of cells, and at the 
level of subcellular structures. This 
clearly indicates the fundamental char- 
acter of the NIH research effort in re- 
gard to the aging process. 

During 1959, some 51 scientific reports 
were made on various aspects of aging 
research supported by NIH. It will be 
interesting to review some of these re- 
ports, and this may be undertaken for 
the benefit of our readers. 

CHAUNCEY D. LEAKE 


Some ocular symptoms in cases 
of thrombosis of neck arteries 
Wi In these days when great efforts are 
being made to recognize the syndrome 
of stenosis in or thrombosis of the in- 
ternal carotid or vertebral arteries, we 
physicians are looking about for help in 
the diagnosis. A while ago, Dr. Robert 
Hollenhorst of the Mayo Clinic reported 
that 86 patients with intermittent carot- 
id artery insufficiency and 38 with def- 
inite thrombosis showed eye symptoms, 
such as amaurosis fugax, homonymous 
hemianopsia, either transient or persist- 
ent, ischemic patches in the retina, and 
occlusions of the retinal artery. In two 
cases, there was a Horner’s syndrome. 
Some ophthalmologists have reported 
that in some cases of carotid artery 
thrombosis, it helps to measure the 
blood pressure in the arterioles in the 
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retina. This can be done with a special 
apparatus. 

Probably, most helpful of all is the 
taking of a good history which will usu- 
ally show that the symptoms are not 
those of an ordinary big stroke or series 
of little strokes. In most cases, the symp- 
toms, which keep coming in a step-like 
way over the course of months, will sug- 
gest the presence of a brain tumor. 

WALTER C. ALVAREZ, M.D. 


Why aged persons often 
lack medical care 


Mi The Health Information Foundation, 
480 Lexington Avenue, New York 17, 
recently sent out an interesting release 
telling why the aged do not always see a 
doctor when they need one. Statistics are 
given, showing the number of visits to 
physicians that people over 65 made in 
1957. It tells also where these old people 
acquired the money to pay the doctors’ 
bills. Most of them had sufficient income 
to cover the bills, but some relied on 
savings, and a lesser number received 
the money from a son or daughter or 
other relative. 

In 1957, persons 65 years of age and 
over in this country averaged 7.6 annual 
out-of-hospital contacts with doctors. 
This figure exceeds by about 40 per cent 
the average of 5.3 per cent visits for peo- 
ple in the entire population. The average 
number of visits made by the older 
women was 8.4, which is 25 per cent 
higher than the 6.7 average for the men. 
The main reason why older people often 
didn’t go to a doctor in time was because 
they thought that their complaint was 
unimportant. Many doubted the ability 
of a physician to help them. Only 6 per 
cent said that they didn’t have the 
money. 

WALTER C. ALVAREZ, M.D. 
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The Ciba Foundation 
Colloquia on Ageing 


Mj It is interesting to note how the 
English, with leisurely care, spell 
“ageing” with an “e,” while we, in our 
hurried effort to save even a trace of 
extra effort, drop the “e” and write 
“aging.” Yet, fortunately, we can under- 
stand each other, and, in spite of varia- 
tions in spelling, or sometimes in mean- 
ing of words, we can often learn much 
from each other. 

Thus we can learn much from the 5 
Ciba Foundation Colloquia on Ageing, 
now formally ended with the publica- 
tion of the fifth volume, dealing with 
The Lifespan of Animals (Little Brown, 
Boston, 1960, 324 pp.) . This volume has 
a special 46-page cumulative author and 
subject index to the 5 volumes com- 
prising the series. These colloquia were 
held annually since 1954 at the pleasant 
Ciba Foundation headquarters in Lon- 
don, and each was attended by about 
countries in 


30 scientists invited from 


which basic research in aging is in 
progress. 

The first colloquium considered gen- 
eral aspects of aging, defining senescence 
and including discussions of pathologic 
and mental manifestations. There were 
reports on aging in relation to respira- 
tory function, changes in human tissue 
calcium, tissue preservation and _trans- 
fer, and nutritional factors. 

One result of the opening colloquium 
was to indicate the difficulties involved 
in systematic research in aging. The 
succeeding 4 colloquia emphasized “the 
many large gaps in knowledge which 
must be filled before the postponement 
and amelioration of senescence can be 
realized,” to quote from the comments 
made by the distinguished director of 
the Ciba Foundation, G. E. W. Wolsten- 
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holme. As stated by the chairman of the 
Colloquia, Professor J. F. Danielli, 

The investigation of problems of ageing 
is still in its early stages. One major reason 
for this is that observations must be made 
on old animals, which are not readily come 
by. A research worker in this field must have 
patience above average, or he will not wait 
until his animals are sufficiently old. And 
he must have money above average, or he 
will not be able to afford to keep his animals 
sufficiently long. Even where patience is 
available, the money is usually not. 


The second colloquium dealt with 
aging in transient tissues and covered 
such matters as physical instability and 
aging of red blood cells, age factor in 
prenatal endocrine events, metabolism 
of senescent plant leaves, and organ 
culture of the reproductive tracts of 
fetal rats. In this colloquium, the cus- 
tomary limits of gerontologic investiga- 
tion were pushed back into fetal life 
and senescence was viewed as a lifelong 
accumulation The third 
loquium was devoted to methodologic 


process. col- 


problems of research of aging. 

In the fourth colloquium were de- 
tailed discussions of genetic control of 
electrolyte metabolism in erythrocytes, 
glandular secretion of electrolytes, and 
hormonal factors in water and electro- 
lyte metabolism in relation to age and 
SX. 

The most interesting of the series is 
the fifth and last, which deals in a fas- 
cinating way with data on the life span 
of animals. B. Benjamin of London 
opens with a report on actuarial aspects 
of human life spans in Britain, showing 
that the peak of age distribution at 
death has moved to a more advanced 
age during the past century—from 72 
to 76 years for men and from 73 to 80 
years for women. The proportion of 
deaths due to aspects of senescence has 
increased from 40 to 70 per cent. 
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Feva Jalavisto of Helsinki reports data 
from 17,986 Scandinavian cases, indica- 
ting that maternal ages between 25 and 
29 are the most favorable for offspring 
survival. Professor A. Comfort of Uni- 
versity College, London, in a study of 
longevity of English thoroughbred 
horses, notes intensive spontaneous se- 
lection for longevity. W. Hartwig of 
Halle, in a study of 19 different breeds 
of cows, reports an average life span of 
7.1 years, which is undesirably low, 
since most are culled before reaching the 
years of highest productivity. The aver- 
age lifespan of bulls is lower because of 
economic factors. The more closely 
horses are related to thoroughbreds, the 
longer seems to be their lifespan. 

In studying the onset of disease in 
rats and men, Henry S. Simms and his 
colleagues of New York find that the 
lifespan of both is directly related to the 
age of onset of lesions of the major dis- 
eases. The average age of onset of such 
lesions in females is later than that in 
males. 

In reporting on the relation of life 
span to brain and body weights in mam- 
mals, George A. Sacher of Argonne Na- 
tional Laboratory, Illinois, shows by 
careful statistical analyses that there is a 
positive correlation and that brain 
weight is a better predictor of life span 
than is body weight. He goes on to show 
that the rate of accretion of aging injury 
increases with metabolic rate but de- 
creases as precision of physiologic regu- 
lation increases. The closer a mammal 
keeps the average value of the milieu 
interieur to the biochemical mean for 
the species, the greater the reduction in 
rate of aging. This factor has been sig- 
nificant in mammalian evolution. Can 
human beings now take conscious ad- 
vantage of this principle to decrease the 
rate of human aging? 

In considering life spans of mammal- 
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ian and bird populations in nature, Pro- 
fessor F. Bourliere of Paris notes that 
available data indicate, both for mam- 
mals and birds, that small and _fast- 
breeding species, with a low ratio of 
mean to potential duration of life, show 
high and age-constant mortality rates. 
On the other hand, large and slow- 
breeding species, with a high ratio of 
mean to potential duration of life, tend 
to have age-specific mortality rates. 
These patterns are strongly influenced 
by ecologic conditions. 

S. Scheidegger of Basle, in reviewing 
many reports of arteriosclerosis in birds, 
suggests that only in captivity can severe 
forms of the disease occur. The cases re- 
ported were chiefly large, carnivorous 
birds 30 years old or older. 

In a detailed study of life spans and 
mortality rates in fish, R. J. H. Beverton 
and S. J. Holt of Rome doubt that ag- 
ing in fish differs fundamentally from 
that in higher vertebrates. The debility 
of eels and salmon after spawning seems 
to be due to demineralization and is 
reversible if the organisms are placed in 
appropriate fresh or salt waters. Shelby 
D. Gerking of Indiana reports that a de- 
cline in utilization of protein for growth 
occurs as fish grow larger and older and 
reproductivity decreases with age, with 
increasing strain on metabolism. Ross F. 
Nigrelli of the New York Aquarium 
tabulates life spans of many fish in cap- 
tivity; these range from four years in 
sea bass, salmon, and sunfish to ten 
years for goldfish, twenty-four years for 
striped bass, and thirty years for long- 
nosed gar. Athero- or arteriosclerosis 
does not occur in fish, but liver and 
kidney degeneration, anemia, and verte- 
bral abnormalities develop with age. 

In an interesting report on factors 
influencing the life span of bees, Amra 
Maurizio of Liebefeld-Bern reports that 
long-lived bees always appear in colon- 
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ies with rich supplies of pollen and little 
need for brood nursing. Long-lived bees 
go with reduced brood areas and num- 
bers of young bees, but genetic factors 
seem to determine the size of brood 
nests for the colony. Morris Rockstein 
of New York finds that bees reared in- 
doors might have a maximum longevity 
of ten weeks but that freé, outside bees 
have a maximum life span of seven and 
a half weeks. Female houseflies have a 
mean life span of twenty-nine days and 
males, of seventeen days. Female longev- 
ity was enhanced by adding powdered 
whole milk to the adult diet of sugar 
and water. Age in parents seems to affect 
longevity of female offspring adversely. 
J. Maynard Smith of London concludes 
that aging in Drosophila depends on 
many factors, including genetics, heat, 
and egg-laying. 

In summing up, Professor Danielli re- 
fers to the concept of a biologic time 
scale and indicates that, operationally, 
senescence may be a unitary process. He 
proposes careful study of the theory of 
synchronization of independent lethal 
processes and of the concept of a limit 
to life in terms of energy conversion per 
unit mass per life cycle. The aging proc- 
ess may differ, however, at different 
levels of living material from cells to 
societies. Furthermore, somatic muta- 
tion may be related to the aging process. 
Cancer research might well be aided by 
reference to the phenomena of aging. 


This, then, has been a fruitful series 
of colloquia on aging. The Ciba Foun- 
dation deserves warm thanks from all 
who are interested in basic scientific 
studies on aging for having initiated and 
supported this significant review. The 
colloquia have clearly shown the great 
gaps in our scientific information on ag- 
ing but will surely widely stimulate the 
fundamental studies on which effective 
geriatric practice can grow. 

Yet, as the 5 colloquia are considered 
in retrospect, one may be justified in 
wondering what kind of practical use 
for individual or social human welfare 
may be made of the verifiable knowledge 
we may acquire on the aging process. 
If we can prevent aging, will it be really 
wise to do so? What might happen if 
the average human life span is length- 
ened much further? Would it not be 
wise to try, meanwhile, to reduce some 
of the unfortunate consequences of our 
technologic skill, such as overpopulation, 
pollution of air and water, radiation 
hazards, and destruction of our natural 
resources of forest, grassland, and other 
ecologic balances? Why not reduce the 
spreading uglification of our industrial- 
ization? Reductions in the stresses of life 
caused by these conditions might help 
life to be more worth living. Let’s get 
all the scientific knowledge we can on 
aging, but let’s be very careful that we 
use it wisely. 

CHAUNCEY D. LEAKE 


“THE OLD REMEMBER everything that concerns them—appointments in 


court, who owes them money, to whom they owe money. What about 


lawyers, pontiffs, augurs, philosophers who are old? What a multitude 

of things they remember! The old retain their intellectual powers 

provided their interest and inclination continue, and not only in the 

case of men in high and distinguished positions, but also in private and 
§ 8 I} 

peaceful pursuits.” 
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The physician listens to a tense, nervous 
patient discuss her emotional problems. To 
help her, he prescribes Meprospan (400 mg.), 
the only continuous-release form of mepro- 
bamate. 
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e She stays calm while on Meprospan, even 
1- under the pressure of busy, crowded super- 
market shopping. And she is not likely to 


le experience any autonomic side reactions, 

Pp sleepiness or other discomfort. 

et 

yn 

¥e 

KI 
Relaxed, alert, attentive...she is able to 
listen carefully to P.T.A. proposals. For 
Meprospan does not affect either her mental 

1960 or her physical efficiency. 


















(Advertisement) 


ae ro Se ae 
The patient takes one Meprospan-400 capsule 
at breakfast. She has been suffering from 
recurring states of anxiety which have no 
organic etiology. 


rc 


She takes another capsule of Meprospan-400 
with her evening meal. She has enjoyed sus- 
tained tranquilization all day—and has had no 
between-doseletdowns. Nowshecan enjoy sus- 
tained tranquilization all through the night. 


fe sa ee me : 
Peacefully asleep ... she rests, undisturbed 
by nervousness or tension. (Samples and 
literature on Meprospan available from 
Wallace Laboratories, Cranbury, N. J.) 
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alpha-(2-dimethylaminoethy!)-o-chlorobenzhydro! hydrochloride, generically termed “chlophedianol hydrochloride” 
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THE ADVANTAGES OF ULO 
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Though it reaches peak action 
somewhat more slowly, the cough- 
suppressant power of ULO is fully 
as great as that of narcotics. 


After reaching peak action, ULO 
maintains its maximal cough- 
suppressant effect undiminished 
for 4 to 8 hours. 


ULO is free from the limitations 
and undesirable side effects of 
narcotics...no constipation...n0 
nausea...no gastric irritation... 
no appetite suppression. ..no tol: 
erance development. ..no respir@; 
tory depression...no drowsiness) 
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CLINICAL RESULTS WITH ULO 


in 1078 patients observed by 50 U.S. investi- 
gators, 46 of whom were chest physicians. 






































Indications 
Results 
Diagnostic Number of Good to Not Upper respiratory 
Category Patients Excellent Fair Poor Specified infections 
Upper Respiratory Common cold 
Infection 521 357 88 57 9 infiscans 
Bronchitis 398 309 42 38 9 Pneumonia 
Pneumonia 53 44 4 5 0 Bronchitis 
Tracheitis 
Postnasal Drip 48 32 9 3 4 
Laryngitis 
Tracheobronchitis 32 23 4 3 2 Croup 
Croup 14: 10 2 2 i¢) Pertussis 
Pleurisy 12 11 0 1 0 Pleurisy 
Total Patients 1078 786 149 109 34 
Total Patients Benefited 86.2% 








4 to 8 hour sustained cough suppression 


Comparison of therapeutically equivalent 
doses of ULO and other antitussive agents 
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Hours After Oral Administration 


Safety 
There are no known con- 
traindications. Side effects 
occur only occasionally and Children: 6 to 12 years of age—12.5 to 25 
have been mild. Nausea seg. 159 to \ tensacontl) 3 at 4 
os : times daily as required; 
and dizziness have oc- 


: : 2 to 6 years of age—12.5 mg. (2 tea- 
curred infrequently, vomit- spoonful) 3 or 4 times daily as re- 
ing and drowsiness rarely. quired. 


Dosage: 
Adults: 25 mg. (1 teaspoonful) 3 or 4 times 
daily as required; 





Mean per cent inhibition of cough 
in dogs following oral administra- 
tion of therapeutically equivalent 
doses of ULO (SL-501) and other 
antitussive agents. The horizontal 
dotted line represents threshold 
of maximum effectiveness, arbi- 
trarily taken at 75 per cent sup- 
pression of counted coughs. Note 
that the duration of maximum 
effectiveness of a single dose of 
ULO is 6 hours, 24 times as long 
as that of codeine. Peak effective- 
ness of ULO is not reached until 2 
or 3 hours after administration, 
but the maximum antitussive 
action lasts at least 6 hours. 
Chen, J. Y.; Biller, H. F., and Mont- 


gomery, E. G., Jr.: J. Pharmacol. 
& Exper. Therap. 128:384, 1960. 


Availability 
ULO Syrup, 25 mg. per 5 ce. (tea- 
spoonful), in bottles of 12 fluid ounces. 


Northridge, California 












invalid, the convalescent, 
the debilitated oldster 


Physicians treating the aged and the convalescent have 
for generations been aware of the restorative power of 
wine. However, it remained for recent research* to more 


clearly define its clinical physiological action. 


Wine Increases Appetite—Goetzl and co-workers' observed 
a profound stimulating effect on olfactory acuity and 


appetite, even in anorexia. 


Wine Aids Gastric Digestion—Ogdeh and Southard’ re- 
ported a significant increase in gastric secretion following 
ingestion of moderate amounts of table wine. 


Wine Helps in Cardiology—Prudent quantities of wine 
are helpful® in counteracting depression, anxiety and dis- 


comfort in sufferers from heart and coronary disorders. 


Wine—“‘safest of all sedatives...“'—A little Port or Sherry 
at bedtime offers a valuable relaxant to the insomniac and 
may obviate the need for drug-sedative medication. 


In brief, wine taken with discretion adds greatly to the 
pleasures of the table, to physical comfort and to mental 
serenity in the aged, as well as in the chronic sufferer and 


the convalescent. 


Research information on wine is available on request. 
Write for your copy of *‘‘Uses of Wine in Medical 
Practice.”’ Wine Advisory Board, 717 Market Street, 
San Francisco 3, California. 


1. Goetzl, F.R.: Permanente Found. M.Bull. 8:72 (April) 1950. 

2. Ogden, E., and Southard, F.D., Jr.: Fed. Proceedings 5:77 (1946) 
3. Brooks, H.: Med. J. & Rec. 127:199 (1928) 

4. Haggard, H.W., and Jellinek, E.M.: Alcohol Explored, New York, 
Doubleday, Doran, 1942. 





WINE... 


Now widely prescribed for the chronic 
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Hard filled 
capsules in 
bottles of 30. 


4 mg. | 
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Medules 


pH-patterned 
slow release... 


not here 
at pH 1.2 


In the relatively acid 
medium of the fasting 
stomach, Medules are 
kept essentially intact by 
their special pH-sensitive 
coating (about 5% of 
Medrol content released 


in 2 hours at pH 1.2). 


but here 
at pH 7.5 


In the environment of the 
duodenum (at pH of 
approximately 7.5) 90% 
to 100% of the Medrol 
content is released 

within 4 hours. 


... Means 
gradual steroid 
absorption 








The Upjohn Compa: 
Upjohn pj pany 


Kalamazoo, Michigan 


135 tiny 
doses mean 
smoother™ 
steroid 
in alsyarcheny 













(**So smooth and pro- 
tracted that even among 

Pu etcleteet:tce)tem-Dudetulat 
patients “morning stiffness 
in a great majority of 

these patients just doesn’t 
exist any more. They 

wake up comfortable.” 
Iuppa, N. V.: Curr. Therap. 
Res. 2:177 (June) 1960.) 


Medrol hits the disease 


























wider latitude in adjusting dosage 
for better tolerated therapy 


ARISTOGESIC allows an exceptionally wide 
latitude in adjusting dosage to the lowest 
effective level for relief of chronic — but less 
severe — pain of rheumatic origin. Combining 
the anti-inflammatory effects of ARISTOCORT® 
Triamcinolone with the analgesic action of 

a highly potent salicylate, ARISTOGESIC 
permits therapy at dosages substantially 
lower than generally required for either agent 
alone. The lower dosages permit well- 
tolerated therapy for long periods of time | 
and reduce the possibility of side effects. 





Steroid-Analgesic Compound LEDERLE 


CAPSULES 





















Indications: Mild to moderate cases of rheu- 
matoid arthritis, tenosynovitis, synovitis, 
bursitis, spondylitis, myositis, fibrositis, neu- 
ritis, and certain muscular strains. 


J 
Dosage: Average initial dosage: 2 capsules | 
8 or 4 times daily. Maintenance dosage to be 
adjusted according to response. 


} 

i 

Precautions: All precautions and contraindi- 

cations traditional to corticosteroid therapy 

should be observed. The amount of drug used 

should be carefully adjusted to the lowest 

dosage which will suppress symptoms. Dis- 

continuance of therapy must be carried out 

gradually after patients have been on ste- 
roids for prolonged pericds. 


Each ARISTOGESIC Capsule contains: 





ARISTOCORT Triamcinolone................. 0.5 mg. 
Salicylamide 325 mg. 
Dried Aluminum Hydroxide Gel.......... 75 mg. 


Ascorbic Acid 





Supply: Bottles of 100 and 1,000. 
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insomnia 
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ATARAX ENCOMPASSES MORE PATIENT NEEDS...LETS YOU 
CHART A SAFER, MORE EFFECTIVE COURSE TO TRANQUILITY 


ATARAX has a wide range of flexibility . . . from 
mild adult tensions and anxieties to full-blown 
alcoholic episodes . . . from the behavior dis- 
orders of childhood to the emotional problems 
of old age. Why? Because it gives you maximum 
adaptability of dosage . . . works quickly and 
predictably . . . is unsurpassed in safety. 


ATARAX Offers extra pharmacologic actions 
especially useful in certain troublesome con- 
ditions. It is antihistaminic and mildly anti- 
arrhythmic, does not stimulate gastric secre- 
tions. Hence it is well suited to the needs of 
your allergic, cardiac and ulcer patients. 


Have you discovered all the benefits of 
ATARAX? 


Dosage: Adults, one 25 mg. tablet, or one tbsp. Syrup 
q.i.d. Children, 3-6 years, one 10 mg. tablet or one tsp. 
Syrup t.i.d.; over 6 years, two 10 mg. tablets or two tsp. 
Syrup t.i.d. 


92A 


Supplied: Tiny 10 mg., 25 mg., and 100 mg. tablets, bot- 
tles of 100. Syrup, pint bottles. Parentera! Solution: 
25 mg./cc. in 10 cc. multiple-dose vials; 50 mg./cc. in 
2 cc. ampules. Prescription only. 


Complete bibliography available on request. 


ATARAX 


(BRAND OF HYDROXYZINE) 


PASSPORT TO TRANQUILITY 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being’ 


PASSPORT 
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TRANQUILITY 











® for vitamin-mineral supplementation 
VITERRA ¢ capsules e tastitabs® 
e therapeutic capsules 































A variety of diet dishes to choose from. Ham ’n’ egg rolls, egg- 
plant casserole, garden beans, oyster stew, gelatin and —beer! 


The secret of a successful 

















DU low-purine diet is acceptance 
TY The acceptance of any diet depends on its appetite 
appeal. And this low-purine diet is unusually appe- 
» bot: tizing! Ham rolls stuffed with scrambled eggs or 
ag chilled egg salad make a delicious entrée, as does a 
casserole of eggplant and tomato layered alternately 
with cottage cheese. 
A dash of lemon juice flavors fresh vegetables like 
string beans and beets. Fresh skim milk mixed with ey 
® dry skim milk powder adds a “creamy”’ taste to ; 
oyster stew. Tuna-burgers go well with noodles. - ie pt . 
Fruits and gelatins make easy desserts, while corn ay ti pi 
) and rice flakes brighten breakfasts. zest to your 
ae ss “«y : : patient’s diet. 4 
mo “Ba; United States Brewers Foundation 1+ cai, 
(f you'd like reprints of this and 11 other different diet menus for your patients, ie pase ae 
write United States Brewers Foundation, 535 Fifth Avenue, N.Y. 17, N.Y. 

















hree major criteria for an 
effective laxative have been 
established by physicians 


caaetineneetetes 





*Results of a survey of over 1,000 physicians con ducted by the Bureall 
Researc h, Inc., 555 W. Jackson Blvd., Chicago 6, Illinois (April, 19 
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meets physicians criteria 
for an effective laxative 


With Peri-Colace “‘...side effects such as griping are reduced to a minimum.”! 


Peri-Colace, a unique combination of Peristim® and Colace® (dioctyl sodium 
sulfosuccinate) “...gave satisfactory results in 97 per cent of the cases 
[180 hospitalized patients].’” 


You can depend on Peri-Colace—experience in practice has shown that 
it promptly, yet gently, induces bowel evacuation within 8 to 12 hours 
in most patients. 


References: (1) Broders, A. C., Jr.: Am. J. Digest. Dis. 2:483-486 (Sept.) 1957, (2) Lamphier, T. A.: 
Am. J. Proctol. 8:442-444 (Dec.) 1957, 


A Mead Johnson 


Symbol of service in medicine 

















A TEXTBOOK THERAPY FOR ASTHMA 


Just 3 to 6 inhalations of Vaponefrin relieve bronchospasm 







































NSPIRED RELIEF IN SECONDS’ 


MOE AAT EL 


and restore breathing comfort 


“the greatest improvement (in vital 
. capacity-time relationship) 
| occurs during the first second.” 


Unsurpassed record of efficacy and safety 
Vaponefrin Solution (racemic epinephrine)... 

e “The preparation we have found most effective is 
called ‘Vaponefrin’.”3 

® “The deposition of a fine bronchodilator mist [such 
as Vaponefrin] on the mucosa of the bronchi and 
bronchioles of the respiratory tract presents many 
significant advantages over the parenteral use of 
epinephrine.”* 

®@ May be used by hypertensive and cardiac patients; 
no appreciable effects on blood pressure, peripheral 
resistance, C.N.S., with ordinary doses.2 


Produces particles of critical micrometric 
accuracy, for maximum efficacy 
Vaponefrin Nebulizer... 


@ Its exclusive baffle produces a voluminous mist of 
particles with average radii of 1 micron.} 

@ Only particles in this range can penetrate smaller 
bronchioles and alveoli for almost instantaneous 
effect.1 

Professional literature and a complimentary office demon- 
stration set available on request. 

Supplied: Solution (2.25%) racemic epinephrine hydro- 
chloride, bottles of 7.5, 15 or 30 cc.; Nebulizers, Standard 
size and conveniently-carried Pocket size. Also Vaponefrin 
Aerosol Unit (Nebulizer and Solution). 


References: 
4, Segal, M. S., and Dulfano, M. J.: Chronic Pulmonary Emphysema, New York, 
Grune & Stratton, 1953, p. 99. 2. Farber, S. M., and Wilson, R. H. L.: Ann. JF 
int. Med, 50:1241, 1959. 3. Barach, A. L., and Cromwell, H.A.: Med. 
Clin. No. America, May 1940, p. 621. 4. Bickerman, H. A., and 
Barach, A. L.: Drugs of Choice, 1960-1961 (W. Modell, ed.), 

St. Louis, The C. V. Mosby Co., 1960, p. 524. 


The VAPONEFRIN Company 
666 Fifth Avenue » New York 19, N.¥ 
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163 published 
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Why 
combining 
Esidrix’ 

with 
Serpasil’ 
improves 
control 

of high blood 
pressure 


The presence of excess tissue fluids and salt can keep constricted blood vessels from dilating 
fully in response to antihypertensive drugs. @ This may explain why the antihypertensive effect 
of Serpasil-Esidrix is better than average. By depleting fluid and electrolytes from surrounding 
tissue, Esidrix enables blood vessels to dilate to physiologic limits. Result: Peripheral resistance 
is reduced and blood pressure goes down — often to lower levels than can be achieved with 

















single-drug therapy. Complete information sent on request. 
8 8 * : S Pod 
@ ee 4g. § Schematic 
: ~§ diagram illustrates 
: Ne: constrictive effect 
= ' of fluids and salt 
, on vascular wall. 
e 
, 8 Esidrix depletes § ® 
. e fluid and salt, 
as increases ability of 
4 vessel to respond 
3 ay} Segoe to Serpasil. Fs 
: Ck eo 6 ° 

















SupPLieD: Tablets #2 (light orange), each containing 0.1 mg. Serpasil and 50 mg. Esidrix. Tablets #1 (light orange) each 
containing 0.1 mg. Serpasil and 25 mg. Esidrix. 2/230Mn SeRPASIL”-Esiprix" (reserpine and hydrochlorothiazide ciBa) 


SERPASIL-ESIDRIX 
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probenecid...,"1 


i. Bartels; E.-¢ 
* vey and Matossian, ¢;-s--— a 
Six-Year Follow-Up on Probenecid (Gaman) ' 
erapy, Arthritis and Rheumatism 2:19 as 
June—1959,; —— ee 





BENEMID is “remarkably free from toxic side _ 
reaction....Patients tolerate the drug well ."2 


2. Lockie, L. M., and Talbott, J.: Does Your 
Patient Have Gout?, Scientific Exhibit, 
American Medical Assoctation, New York City;—— 
June_3-7, 1957. ne 
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a \oonseenetctnereenneenets: 


——“Probenecig 
uricosuric a 
; gent. 
with 0.25 Gn. given 
increaseq to 0.5 Gm 
out interruption,"3° 


a 1, drug 
Trea =n * Reale - shoice -88 a 
‘twice Gatty-ro ¢ instituted 


F., Bales: as cae, 
e “ * te T 
Scientirte-mxp Which Rheumati hes OG 
Ltott>—~amert ¢ Diseas 
tion, Atlantic City, erican Medicat—sAs mts 


Jume 8-12, 1959, 


Supply: BENEMID* probenecid, 0.5 Gm. tablets, bottles of 100 and 1000. 
Also available: CoLBENEMID* 0.5 mg. colchicine and 0.5 Gm. BENEMID. Bottles of 100. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


Pp MERCK SHARP & DOHME, DIVISION OF MERCK & CO., INc., WEST POINT, PA. 


*BENE MID AND CoL.BENEMID ARE TRADEMARKS OF MERCK & CO., 
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SINCE 1950...TEN YEARS OF GROWING CONFIDENCE 
IN THE EFFECTIVENESS AND SAFETY OF 
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Furacin (Nitrofurazone) Vaginal 
Suppositories in Operative Gynecology 


H. G. GRIMES and C. J. Obst. & 


Gynec. 79: 441-450, 1960. 


GEIGER. Am. J. 


The incidence of morbidity is decreased and 
satisfactory late healing is promoted by the 
use of Furacin vaginal suppositories after 
eynecologic surgery. Neither vaginal bacteri- 
al flora nor pH readings can be related to 
the patient’s postoperative course. 

Of 49 untreated patients, 14 per cent 
showed postoperative morbidity, as deter- 
mined by temperature elevation; the inci- 
dence was 11 per cent in 35 patients treated 
with a single suppository preoperatively and 
for five days after the operation, and 8 per 
cent in 53 patients given a single supposi- 
tory before operation and 2 daily following 
surgery. 

Early healing was almost entirely satisfac- 
late results 


tory in all groups, but the 


showed considerable differences, with un- 
satisfactory healing in 27 per cent of the un- 
treated patients but in only 10 per cent of 
those given Furacin suppositories. For the 
last 23 patients treated, a 2-gm. suppository 


with 0.3 per cent Furacin was substituted 


for the 3-gm. size with 0.2 per cent; late 
healing was unsatisfactory in only 4 per cent 
of this group. 

No side reactions were observed, and the 
amount and odor of vaginal discharge ap- 


peared to be diminished in treated patients. 


Senile Osteoporosis: Treatment 
with a Steroid Hormone Combination 


J. R. HANDELSMAN. J. Am. Geriatrics Soc. 8: 
483, 1960. 


478- 


Osteoporosis in the postclimacteric or senile 
patient is primarily a disturbance of protein 
metabolism due to a decline in production 
of anabolic steroid hormones by the gonads 


and adrenal cortex. Impaired osteoblastic 


100A 


activity results in production of too little 
matrix upon which mineral material can 
be deposited; therefore, bone growth is re- 
tarded. 

Administration of a balanced combination 
of androgen and estrogen (Deladumone) 
effectively inhibits the osteoporotic process 
without specific sexual side effects. 

A study was carried out on 54 elderly pa- 
tients over a twenty-one-month period. The 
basis for selection was mild to severe osteo- 
porotic changes, as shown by roentgenogra- 
phy. Injections of 1 to 2 cc. of Deladumone 
were given to 22 women and 5 men every 
two to four weeks for four months, after 
which each patient received 1 cc. every four 
weeks. In addition, a high protein diet and 
vitamin and iron supplements were _pre- 
scribed. A control group of 23 women and 4 
men with similar osteoporotic involvement 
received no special treatment. 

Fair to good relief of pain, of difficulty in 
motion, and of weakness was experienced 
by 22 of the 27 patients. Although accelerat- 
ed bone formation is often difficult to dem- 
onstrate radiologically, roentgenograms 
showed a definite increase in bone density in 
previously osteoporotic regions in 6 cases. 
No significant changes occurred in the con- 
trol group. No new fractures were recorded 
in the treated patients, but 8 cases of frac- 
the control 


ture of the femur occurred in 


oup. 
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The Transverse Diameter of the Heart in 
Older People 

N. R. COWAN. Brit. Heart J. 22: 391-394, 1960. 
The average heart diameters are alike for 
the sexes in the age group 60 to 69 years, 
but, in the heart 
diameter of men is, on the average, 0.4 cm. 


following decade, the 


greater than that of women. 
(Continued on page 103A) 
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off to a good day—constipation relieved 


Constipation yields readily to the gentle laxative action of pleasant-tasting 
Agoral. Taken at bedtime, Agoral works overnight, without disturbing sleep, 
to promote natural bowel function and a normal movement next morning. 
Without harsh catharsis, griping or urgency, Agoral conveniently helps meet 
nature’s need before the day’s activity begins. 


agoral 


MORRIS PLAINS, NLU. 





the gentle laxative 
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PROMOTES BETTER DIGESTION / IMPROVES NUTRITION 
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she masticates poorly...favors 
soft foods rich in carbohydrates 
...admits to 50, but diminishing 
enzyme secretion says she’s 
probably 10 years older—she's 





SHE NEEDS “MATURON” 
to supplement reduced enzyme 
secretion, because of poor mas- 
tication, low salivation, and 
diminished functional digestive 
reserves 





to counterbalance nutritional de- 
ficiencies caused by inadequate 
or unbalanced diets 





to help prevent and relieve ‘‘nerv- 
ous”’ indigestion, as in spastic 
colitis, functional dyspepsia, 
‘mucous colitis 
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Maturon 


a comprehensive formula to aid 
digestion and fortify the diet 


Each ‘‘Maturon”’ Tablet contains: 


ENZYMES 
PIVIMSGNS ks oe eae ae 3,000 Units 
POMEROY G85 foo s 6% 12,000 Units 
Tryptic activityt ...... 500 Units 

LIPOTROPES 

SIOSIEON 6 uses geass ee siere s 10.0 mg 
di-Methionine ........... 5.0 mg 
Dehydrocholic acid ....... 40.0 mg | 

VITAMINS | 
Vitamin A... ... 2,500 U.S.P. Units 
Vitamin D ........ 250 U.S.P. Units 
WACAUINIEGS *. 0.6 ois wwaeae e © 25.0 mg. 
Vitamin B; mononitrate ... 1.5 mg. 
Mile Oe) O mg. 
WACEUIIIIMARS <a. 6 os ce las 0.5 mg. 
MARIN TERS! & oo5)5 2 sags es 0.5 mcg. 
Intrinsic factor concentrate. 1.0 mg. 
Calcium pantothenate 3.5 mg. | 
Nicotinamide ........... 7.5 mg. 
(oD Car 12.5 mg. 
WAMRINN AS 6ire2- wiacse oreo 2.51.0. 

MINERALS | 
ROPACIURIMA —srwcxssidarieitobin.s: 614 35.0 mg. 
SVIIGUMOTUG™ occas 27.0 mg 
MUA gS ok 4 ce ia os 25.0 mcg 
MEME EN SS Shhas aha ses Was a6 12.5 mg 
MIONM@ANGSE” 2.6. oe esse 0.15 mg 
RO a 0.85 mg. 
BA es Ce rete ss w6 wie LW 8. 0.2 mg. 
Mmeenesium™ ........... 2.5 mg. 


tAmylase—One unit represents that amount 
required to hydrolyze 10 mg. of starch in 
one hour at 30° C. : 
t+Protease—One unit is that amount required 
to hydrolyze 10 mg. of egg albumin in one 
hour at 52° C. ne 

7Tryptic activity — One unit is. that amount 
required to hydrolyze 10 mg. of casein in 
one hour at 40° C. 5, 
*Supplied as d-alpha-tocopheryl! acetate, di- 
calcium phosphate, -dicalcium phosphate, 
potassium iodide, ferrous sulfate, manganous 
sulfate, potassium sulfate, zinc sulfate, 
magnesium sulfate. 


USUAL DOSE: One tablet with meals, or 
as directed by the physician. 


suppLieD: No. 799—bottles of 100 and 
1,000. 


~ 
\ AYERST LABORATORIES 
{yn New York 16, N.Y. * Montreal, Canada 
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The transverse diameters of the hearts of 
523 healthy persons aged 60 to 79 years 
were measured, using x-ray films of the 
chest, and related to body weight, height, 
chest diameter, and arterial blood pressure. 
The purpose was to determine the relation- 
ships of the heart diameter to these other 
factors. 

The 


weight 


diminution in the average body 
with age was more pronounced in 
women. Chest diameters decreased in both 
sexes with age. The average systolic and 
diastolic blood pressures of the women were 
greater than the corresponding values for 
the men in both age groups. While systolic 
blood pressure increased with age in both 
sexes, diastolic pressure showed no_ such 
change with age. 

The absolute variability of the heart di- 
ameter was equal in the sexes, showed no 
change with age, and was less than that for 
body weight and blood pressure. The rela- 
tive variability of the heart diameter was 
alike for the sexes, showed no change with 
age, and was less than that for weight and 
blood pressure but greater than that for 
chest diameter and height. 

The closest relationships between heart 
diameter and other variables involved 
weight and chest diameter. Although arter- 
ial blood pressure is significantly correlated 


with heart diameter, it is less important. 
| The association between height and heart 


diameter was not statistically significant. 
Body weight and chest diameter must be 
in order to make accurate 


considered an 


| decision on cardiac enlargement. 


Available Uricosuric Agents 
E. C. BARTELS. M. Clin. North America 44: 453- 
463, 1960. 

Although all uricosuric agents have some 
side effects, most cases of gout can be satis- 
factorily controlled by 1 of the 3 principal 
drugs now available: (Bene- 
mid), sulfinpyrazone (Anturan), or zoxa- 
(Continued on page 104A) 


probenecid 





protection 


against premature aging... 


ELDEC 


mineral-vitamin-hormone supplement 


KAPSEALS® 


ELDEC Kapseals help offset the disorders 
of advancing age for the patient now in his 
middle years. Supplying numerous valu- 
able dietary and metabolic factors, ELDEC 
Kapseals provide the patient with compre- 
hensive physiologic supplementation to 
meet the threat of nutritional and hor- 
monal deficiencies ...aid him in meeting 
the problem of declining health during 
the years ahead. With ELDEC Kapseals, 
the patient can plan ahead for tomorrow 
with a greater assurance of good health 
and well-being. 








PARKE-DAVIS 





PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 


| 
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 sahacditine (Flexin) . Determination of twenty- 
four-hour uric acid excretions produced by 
| various drugs is a simple guide to the best 
| initial treatment. 





In many cases, probenecid can be given 
for years without side effects; gouty attacks 
are relieved; serum uric acid is restored to 
normal; joint function is improved; and 
tophi are reduced in size. Patients with 
good renal function have a uniformly favor- 
able response. Slight impairment of renal 
function does not rule out probenecid, how- 
ever, although larger doses are required and 
the fall in serum uric acid is less. The treat- 
ment invariably fails in patients with ad- 
vanced renal disease. About 10 per cent of 
225 patients had side effects, but treatment 
had to be discontinued only when the mani- 
festations were truly allergic. 

Sulfinpyrazone reduces tophi more rapidly 
than probenecid and is apparently effective 
even in patients with impaired renal func- 
tion. Peptic ulcers may be produced or ag- 
gravated by administration of sulfinpyra- 
zone. On daily dosages of 300 to 800 mg. 
of this drug 16 patients have shown favora- 
ble responses for six to twenty-four months. 
Probenecid had failed in 10 of these patients 
and produced an allergic reaction in 2. 

The uricosuric effect of zoxazolamine may 
be as much as twice that of probenecid. 
Serum uric acid can be reduced with a dos- 
age of 1 gm. a day and maintained with 250 
to 1,000 mg. a day. Skin rash and hepatitis 
are possible side effects of the drug. 


Amebiasis: A Problem of Intestinal 
Symptomatology in the Aged 

B. H. WEBSTER. J. Am. Geriatrics Soc. 8: 449-453, 
1960. 

Digestive disturbances are frequent in geri- 
atric patients and may be treated without 
due diagnostic consideration of amebiasis. 
Identification of Endamoeba hystolytica in 
a stool specimen is the principal means of 
diagnosis of this disease. 

















A diarrheic patient should visit the lab- 
oratory for evacuation so that slides of 
fresh feces mixed with saline can be ex- 
amined immediately. For microscopic slides, 
the MIF fixative of Sapero and Lawless and 
iron hematoxylin staining can be used 
routinely. 

Among 34 patients 65 years of age or older 
with amebic infestation, the most frequent 
symptoms were distention and 
flatulence, tenderness in the right lower and 


right upper quandrants, and tenesmus. 


abdominal 


Diarrhea was the original complaint in 
12, but frank dysentery was found in only 
4 cases. However, 11 patients had recurrent 
diarrhea, and 7 had alternating constipation 
and diarrhea. Peptic ulcer, chronic atrophic 
gastritis, gastric achlorhydria, and carcinoma 
of the stomach were excluded by gastro- 
intestinal x-ray hydro- 
chloric acid determinations in patients with 


examination and 


symptoms of vague indigestion, anorexia, 
bulimia, and eructation. 

Rectal 
bloody mucus were seen in 4 and 9 cases, 


bleeding and_ stools containing 
respectively. Pruritis ani was severe in 9 
patients. In some instances, cardiovascular 
symptoms of chest pain, cough, dyspnea, and 
cardiac irregularity disappeared after treat- 
ment of the amebiasis. 

The amebicides given were a combination 
of glycobiarsol (Milibis) with chloroquine 
(Aralen) in 18 
(Diodoquin) in 13, and carbarsone in 3. 
Criteria for cure were negative findings in 


cases, diiodohydroxyquin 


serial stool specimens and freedom from 
symptoms for one year after therapy. 


Neurologic Aspects of 

Temporal Arteritis 

R. W. HOLLENHORST, J. R. BROWN, H. P. WAGEN- 
ER, and R. M. SHICK. Neurology 10: 490-498, 1960. 
Temporal arteritis, which primarily affects 
persons 55 years of age or older, should be 
diagnosed in the early stages, because early 
(Continued on page 109A) 





help make 
the years of maturity 
years of health... 


ELDEC 


comprehensive physiologic supplement 


KAPSEALS” 


Physiologic Prophylaxis 

- 10 important vitamins plus minerals to help 
maintain cellular function and to correct 
deficiencies 

+ protein improvement factors to help com- 
pensate for poor food selection 

- digestive enzymes to aid in offsetting 
decreased natural production 

- steroids to stimulate metabolism and prevent 
or help correct protein deficiency states 
Packaging: ELDEC Kapseals are available in bottles of 100. 
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PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 

















Cartoon idea by pharmacist Emil Magdalener 


Many of you may have seen a recent 
cartoon depicting a midnight scene in 
front of a pharmacy. A woman is pound- 
ing on the door and the pharmacist is 
leaning out the window of his apart- 
ment over the store. “Open up,” shouts 
the woman. “My husband is sick and 
I need a stamp so I can. send this pre- 
scription to the mail order house.” 


‘The drug that always fails 
is the drug that isn’t there 


Far-fetched? Perhaps, but there are those who would have us 
believe that our present system of drug distribution is inefficient 
and costly, and should be replaced by presumably more efficient 
and cheaper centralized or bureaucratic methods. Disregarding 
the probable political philosophy behind these suggestions, con- 
sider what a marvelously intricate and efficient system of drug 
distribution we have in this country. e From the laboratories 
of the manufacturers comes a steady stream of new and better 
drugs for your patients. Warehoused and stocked by drug whole- 
salers, these products are available in over 53,000 pharmacies 
scattered across the length and breadth of our land. And woe to 
the pharmacist who hasn’t been provided with yesterday’s 
laboratory discovery for your use in treating a patient today. e 
The economists speak of “‘utility of time” and “utility of place.” 
We simply say that you can confidently prea iene a couiee to the medicat 
prescribe what you choose, when it is profession. For additionat information, please 


write Pharmaceutical Manufacturers Associa- 


needed, wherever your patient may be. tion, sy: x street, N.m., Washington 5, D.C. 

















In iron-deficiency anemia 


The daily f f f dose of elemental iron in 
SIMRON delivers 4s much hemoglobin response 


as this 





large amount in other iron 
salts. Thaes — SIMRON contains Sacagen, 
a specjay agent which enhances iron absorption. 
But, Singe emogiobi® response is the same, the 
real advantag ein sIMRON is this: far less iron 
ingested means far fewer side effects. SIMRON 

treated patients report no gastric upset, no 
black stools, no constipation, no diarrhea. 


Dosage is three capsules daily, between meals. 





Also Available: SIMRON PLUS—when added 


nutritional factors are indicated. .........: sii iaagaicesalassns e 
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THE WM. S.MERRELL COMPANY. Cincinnati, Ohio - St. Thomas, Ontario 
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cartoon depicting a midnight scene in 
front of a pharmacy. A woman is pound- 
ing on the door and the pharmacist is 
leaning out the window of his apart- 
ment over the store. “Open up,” shouts 
ihe woman. “My husband is sick and 
I need a stamp so I can. send this pre- 
scription to the mail order house.” 


‘The drug that always fails 
is the drug that isn’t there 


Far-fetched? Perhaps, but there are those who would have us 
believe that our present system of drug distribution is inefficient 
and costly, and should be replaced by presumably more efficient 
and cheaper centralized or bureaucratic methods. Disregarding 
the probable political philosophy behind these suggestions, con- 
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a specjay a — which enhances iron absorption. 
But, Since ~ emogiobi® response is the same, the 
real advantag ein sIMRON is this: far less iron 
ingested means far fewer side effects. SIMRON 

treated patients report no gastric upset, no 
black stools, no constipation, no diarrhea. 


Dosage is three capsules daily, between meals. 





Also Available: SIMRON PLUS—when added 
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How new Dianabol rebuilt muscle tissue 
in this underweight, debilitated patient 


Patient was weak and emaciated before 
Dianabol. R. C., age 51, weighed 160 
pounds following surgery to close a perfo- 
rated duodenal ulcer. His convalescence was 
slow and stormy, complicated by pneumonia 
of both lower lobes. Weak and washed out, 
he was considered a poor risk for further 
necessary surgery (cholecystectomy). 
Because a conventional low-fat diet and 
multiple-vitamin therapy failed to build up 
R. C. sufficiently, his physician prescribed 
Dianabol 5 mg. b.i.d. 
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Patient regains strength on Dianabol. In just 
two weeks R. C.’s appetite increased sub- 
stantially; he had gained 912 pounds of 
lean weight. His muscle tone was improved, 
he felt much stronger. After 4 weeks, he 
weighed 176 pounds. Biceps measurement 
increased from 10” to 11%”. For the first 
time since onset of postoperative pneu- 
monia, his chest was clear. Mr. C.’s physi- 
cian reports: “He tolerated cholecystec- 
tomy very well and one week postop felt 
better than he has in the past 2 years.” 
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Dianabol: new, low-cost 
anabolic agent 


By promoting protein anabolism, Dianabol 
builds lean tissue and restores vigor in 
underweight, debilitated, and dispirited 
patients. In patients with osteoporosis 
Dianabol often relieves pain and increases 
mobility. 

As an anabolic agent, Dianabol has 
been proved 10. times as effective as 
methyltestosterone. Yet it has far less 
androgenicity than testosterone propio- 
nate, methyltestosterone, or norethandro- 
lone. 

Because Dianabol is an oral preparation, 
it spares patients the inconvenience and 
discomfort of parenteral drugs. 

And because Dianabol is low in cost, it 
is particularly suitable for the aged or 
chronically ill patient who may require 
jong-term anabolic therapy. 


Supplied: Tablets, 5 mg. (pink, scored); 
bottles of 100. 


Complete information sent on request. 


Dianabol 


(methandrostenolone CIBA) 


converts protein to 
working weight in wasting 
or debilitated patients 


CIBA 


2/2829mB SUMMIT, NEW JERSEY 












digests (Continued from page 105A) 


steroid therapy is essential to prevent loss 





of sight in one or both eyes. 

Occasionally, the disease has an explosive 
onset with severe headaches. The temporal 
or occipital arteries are hard, nodular, red, 
and tender, and signs of systemic inflamma- 
tory disease may be present. Usually, how- 
ever, the disease is insidious in onset, with 
symptoms of fatigue, anorexia, night sweats, 
weight loss, low-grade fever, and diffuse 
aching in the muscles of the neck, chest, or 
scalp. The prodromal period may last from 
several weeks to three or four months. In- 
creasingly severe headache and _ superficial 
tenderness of the scalp vary from a constant, 
dull ache to a sharp, lancinating pain, 
which is worse at night and is aggravated 
by the slightest touch and by exposure to 
cold. 

The most serious complication is loss of 
vision that results from impaired blood sup- 
ply to the optic nerve or retina. The eyes 
may be affected by (1) ischemic optic neu- 
ritis, (2) ischemic retrobulbar neuritis, or 
(3) occlusion of the central retinal artery. 

Laboratory findings include an elevated 
erythrocyte sedimentation rate in excess of 
70 mm. in one hour (Westergren method) , 
mild hypochromic anemia, slight leukocyto- 
sis, occasional changes in the electrophoretic 
pattern of the blood serum, rouleaux for- 
mation on the blood smear, and a shift of 
the leukocytes to the left. 

Treatment is initiated with an intramus- 
cular dose of 300 mg. of cortisone. There- 
after, a daily dose of 150 to 200 mg. is given 
intramuscularly for the first week or ten 
days or is administered orally when the 
erythrocyte sedimentation rate changes to- 
ward normal. The total dosage of 150 to 200 
mg. daily should be continued for four to 
six weeks; then the amount is gradually de- 
creased to between 50 and 75 mg. daily for 
three or four months. 

Routine administration of anticoagulant 
therapy is not necessary. Patients with recent 
visual impairment may benefit from intre- 
mittent inhalation of 100 per cent oxygen. 
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In over five years « 








Proven 


in more than 


750 published clinical studies 
Effective 


FOR RELIEF OF ANXIETY 3 
AND TENSION 


Outstandingly 
Safe 5 
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For your reference: controlled studies on Miltow.g 
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simple dosage schedule produces rapid, 
reliable tranquilization without 
unpredictable excitation 


no cumulative effects, thus no need for 
Z difficult dosage readjustments 


9 does not produce ataxia, change in 
appetite or libido 


4 does not produce depression, 




















Parkinson-like symptoms, Jaundice 
or agranulocytosis 
. e a e U 
. does not impair mental efficiency or : 
normal behavior 
Usual dosage: One or two 400 mg. tablets t.i.d. | 
Supplied: 400 mg. scored tablets, 200 mg. 
ie sugar-coated tablets. Also as MEPROTABS* — a 
400 mg. unmarked, coated tablets; and as 4 
. MEPROSPAN® — 400 mg. and 200 mg. 
iltown.s [double-blind] continuous release capsules. 
WW. Lasagna, L.: J. Chron. Dis. 3:122, Feb. 
Acad. % 1956 12. Muhifelder, W. J. et al.: Dis. Nerv. & 
May Practitioner 184:231, Feb. 1960. 14. Rickels, 
M K. et al: JAMA. 171:1649, Nov. 21, 1959. l OW | 
15. Russek, H. I: Am. J. Cardiol. 3:547, 
April 1959. 16. Tucker, K. and Wilensky, H.: 
Am. J, Psychiat. 113 698, Feb. 1957, meprobamate (Wallace) | 
i 
(if) | WALLACE LABORATORIES / Cranbury, N. J. 



















All news and announcements for this 
L department should reach the editorial office six 
wr weeks before publication date. Please direct 


all communications to News Editor, GERIATRICS, 


aa 84 South Tenth Street, Minneapolis 3, Minnesota. 
j 
OnmseuncrmeVds tuition, living expenses, and travel are avail- 


able. Applications may be obtained from Dr. 
Jerome S. Tobis, Chairman, Department of 
Physical Medicine and Rehabilitation, New 
York Medical College, 1 East 105th Street, 
New York 29. 








Course in Care of Chronically IIl 

Rehabilitation of the chronically ill patient 
is the subject of a one-week course for NIH Gives $842,531 for Research on Aging 
physicians to be held November 14 to 18 by The National Institutes of Health has 
the New York Medical College-Metropolitan awarded $842,531 to finance 33 research 
Hospital Center in New York City. The projects in various aspects of aging. More 


tuition fee is $150. Traineeships covering (Continued on page 116A) 


-way support 
for the 
aging patient... 


ASSISTS PROTEIN UPTAKE 
IMPROVES MENTAL OUTLOOK 
» AIDS NUTRITIONAL INTAKE 








1 small naan, ed morning ® 


RESTIN 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 





Each capsule contains: Ethinyl Estradiol 0.01 mg. ¢« bate 50 mg. « lI-Lysine Monohydrochloride 25 mg. ¢ 
Methyl Testosterone 2.5 mg. © d-Amphetamine Sulfate Vitamin E (Tocopherol Acid Succinate) 10 Int. Units « 
2.5 mg. © Vitamin A (Acetate) 5,000 U.S.P. Units ¢ Vita- Rutin 12.5 mg. © Ferrous Fumarate (Elemental iron, 10 
min D 500 U.S.P. Units « Vitamin B,. with AUTRINIC® mg.) 30.4 mg. © lodine (as KI) 0.1 mg. ¢ Calcium (as 
Intrinsic Factor Concentrate 1/15 U.S.P. Unit (Oral) « CaHPO,) 35 mg. * Phosphorus (as CaHPO,) 27 mg. * 
Thiamine Mononitrate (B,) 5 mg. « Riboflavin (B,) 5 mg. Fluorine (as CaF) 0.1 mg. © Copper (as CuO) 1 mg. ¢ 
¢ Niacinamide 15 mg. « Pyridoxine HCI (B,) 0.5 mg. ¢ Potassium (as K,SO,) 5 mg. * Manganese (as MnO.) 1 mg. 
Caicium Pantothenate 5 mg. « Choline Bitartrate 25 mg. « Zinc (as ZnO) 0.5 mg. © Magnesium (MgO) 1 mg. 
e Inositol 25 mg. * Ascorbic Acid (C) as Calcium Ascor- ¢ Boron (as Na,B,07.10H,0) 0.1 mg. Bottles of 100, 1000. 








LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Qa 
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Jor laxative results without laxative harshness 


constipation [DL@DX@ EDA 
= is THE SURFACTANT LAXATIVE 
constipation 


Acting on a surfactant-softened fecal mass, Doxidan gently stimu- 
lates a weakened bowel musculature to normal intestinal action. 
Defecation is as gentle as possible, free from strain or pain; thus 
Doxidan is valuable in cardiovascular and other geriatric condi- 
tions. No bowel distention or fear of impaction—no oily leakage 
or interference with essential vitamin absorption. Because there 
is no rebound constipation, there is a greatly reduced tendency 
towards laxative dependency. 


DOSAGE: For adults and children over 12, one or two capsules. For children, age 
6 to 12, one capsule. Administered at bedtime for 2 or 3 days or until bowel move- 
ments are normal. Supplied in bottles of 30 and 100 soft gelatin capsules. 





LLOYD BROTHERS, INC. 








CINCINNATI 3, OHIO 
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(Oretic® with Harmonyl®) 

















gives them the benefits of: 
two effective ingredients 


Oretic. Potent oral diuretic /antihyper- 
tensive producing maximum elimination 
of water, sodium, with minimum potas- 
sium loss. 


Harmonyl. Fully as potent as reserpine 
in lowering blood pressure, Harmonyl 
has a lower incidence of such side 
effects as daytime lethargy, drowsi- 
ness, nasal stuffiness. 


three precision dose forms 


Oreticyl Forte. Oretic 25 mg., 

Harmonyl 0.25 mg. 
Recommended ‘‘starter’’ therapy in 
most cases of established hyperten- 
sion. Usual dose: one t.i.d. 


Oreticyl 25. Oretic 25 mg., 
Harmonyl 0.125 mg. 


Oreticyl 50. Oretic 50 mg., 
Harmonyl 0.125 mg. 


Either 25 or 50 strength recommended 
for adjustment of dose once response 
is seen. Dosage must be determined by 
patient's needs. 

All 3 strengths, bottles of 100 and 1000. 


ORETICYL—=ORETIC WITH H 
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than $500,000 of this sum was given to es- 
tablish 18 new grants; the remainder will 
finance continuation of 15 existing grants. 
The largest single award was $186,000 for 
integrated, interdisciplinary' research in 
aging at Western Reserve University in 
Cleveland. This university also received 2 
additional grants of $44,675 and $10,810. 
Other institutions and grants were: Boston 
University, 2 grants of $24,121 and $61,768; 

University of California at Los Angeles, 
$45,034; Washington University, St. Louis, 
3 grants of $10,876, $7,498, and $21,478; 
Children’s Hospital Research Foundation, 
Washington, D.C., $15,468; Home for the 
Jewish Aged, Philadelphia, $13,967; Univer- 
sity of Minnesota, Minneapolis, 2 grants of 
$12,984 and $50,000; Bowman Gray School 
of Medicine, Winston-Salem, North Caro- 


lina, $13,462; Masonic Medical Research 
Laboratory, Utica, New York, $12,995; New 
York Medical College Flower and Fifth Ave- 
nue Hospital, New York City, $25,875; 
Northwestern University, Chicago, $9,004; 
University of Texas, Galveston, 2 grants of 
$16,700 and $18,731; New York University- 
Bellevue Medical Center, New York City, 2 
grants of $14,230 and $7,403; Long Beach 
State College, California, $14,272; Pennsyl- 
vania State University, University Park, 
$5,348; Tulane University, New Orleans, 
$17,250; University of Vermont, Burlington, 
$8,332; Cornell University, Ithaca, New 
York, $25,242; University of Arkansas, Little 
Rock, 2 grants of $6,389 and $8,129; Florida 
State Board of Health, Jacksonville, $47,104; 
Rancho Los Amigos Hospital, Downey, Cal- 
ifornia, $14,780; University of Colorado, 
Denver, $16,544; Jewish Vocational Service, 
Chicago, $53,762; and Senior Citizens, Inc., 
Nashville, Tennessee, $2,300. 
(Continued on page 119A) 





Today's older woman is not content to permit her 


appearance to underscore her years. Guide her quest 





for effective beauty aids by recommending Allercreme 
Hypo-allergenic Cosmetics. Allercreme Cosmetics provide 
cleansers, lubricants, make-ups that are especially suited 
for the problems of maturing skin. Additionally, they 
are hypo-allergenic and care for sensitive skin with 
unusual gentleness. For samples and formulae of 
the Allercreme Cosmetics we particularly recommend 
for your older patients, write Dept. G. 
Nlorcreme® HYPO-ALLERGENIC 
COSMETICS 


DIVISION OF TEXAS PHARMACAL CO. San Antonio, Texas, U.S.A. 


In Canada—Omega Laboratories, Ltd., Montreal and Toronto 


Amphora by Nicosthenes in Gabe 
In Venezuela—Salus, C. A., Caracas 


-Laboratories Amedin, S. A., Habana 
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\ Stuffed Baked | 


Potato 
(makes 4) 


4 baked potatoes (3¥2” diameter) e 2 tbs. butter 

2 tbs. grated onion (optional) e 2 tbs. hot milk 

¥2 tsp. salt e 1% tsp. paprika e 2 egg whites 
Y2 cup (% Ib.) grated Cheddar e 2 tbs. GEVRAL Protein 
Cut hot potatoes and scoop out halves; mash thoroughly 
with GEVRAL Protein. Sauté onion in butter and add to 
pulp with milk, salt, paprika. Beat smooth. Beat egg whites 
stiff and fold in. Fill potato shells, sprinkle with grated 
cheese and broil slowly till cheese melts. 


Wh 


(4 ser snd) 


24 cup fruit pulp e 2 egg whites e 1% tsp. salt 
3 tbs. sugar e 1 tbs. lemon juice e 2 tbs. GEVRAL Protein 
Pulp cooked fruit, or use baby-junior fruits (prunes, 
peaches, apples). Mix slowly, thoroughly with GEVRAL 
Protein. Beat egg whites stiff with salt; add sugar gradually, 
beat glossy. Fold in fruit, and lemon juice. (For 1 serving, 
mix all then add 1 portion gradually to GEVRAL Protein. 


Cereals 


2 tbs. GEVRAL Protein 
¥4 cup Cream of Wheat or 1 cup Oatmeal 
Add GEVRAL Protein to cooked cereal. Or add to whole 
o1 skimmed milk over dry cereals. 
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Baked 
Custard 


(4 servings) 





Y4 Cup sugar e 1% tsp. salt e 3 eggs e 2 cups milk 

1 tsp. vanilla e 2 tbs. GEVRAL Protein 
Combine sugar, salt, GEVRAL Protein: stir in beaten eggs. 
Add milk slowly and mix well. Add vanilla. Pour in cups 
and set in pan of hot water. Bake at 325° F. for 30-40 min- 
ard sets. 
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Tomato 
Rarebit 


(4 servings) 





2 cups (2 Ib.) grated Cheddar cheese 
1—101¥ 0z. can condensed tomato soup 
3 tbs. water e 1 tsp. salt 
Few grains cayenne (optional) e 2 tbs. GEVRAL Protein 
Combine ingredients, heat, stir frequently until cheese melts. 
| Serve on toast or crackers. 


Cream 
(4 cupfuls) 


2 tbs. butter or oleomargarine e 1 tbs. minced onion 
11% tsp. flour e 14 tsp. salt e Ye tsp. paprika 
1 cup milk e 1 cup bouillon or vegetable water 
j 1 cup puréed vegetable e 2 tbs. GEVRAL Protein 


, Melt butter, add onions, sauté 5 min. Blend in flour, salt, 
} paprika. Stir in milk and soup base slowly; heat to boiling. 

Add purée and reheat to boiling. Make GEVRAL Protein 
| paste with a little soup; add to soup and mix. 
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Fruit 

| Sherbet 
| (4 servings) 


1 cup junior pear & pineapple, canned 
Y2 cup orange juice e 2 cup fine sugar 
i 1 cup evaporated milk, undiluted 
: Few grains salt e 2 tbs. GEVRAL Protein 
Combine fruit with GEVRAL Protein. Add juice, sugar, 
milk. Stir until sugar dissolves. Place in tray in freezer with 
| control at coldest. Stir once after ’2 hour. Freeze firm. 


1 cup pineapple juice, canned or frozen (diluted) 
l egg e 2 tbs. GEVRAL Protein 
Combine juice and egg. Gradually mix with GEVRAL Pro- 
tein and stir or blend until dissolved. 


| 

| Pine-Nog 
| - (1 cup serving) 

| 


Milk 
and fruit juices 


(single ¥2 cup serving) 





Make paste with 2 tablespoonfuls GEVRAL Protein and 
small amount selected liquid (whole,or skim milk, tomato 
juice, orange juice, chocolate milk). Add remaining liquid 
and mix thoroughly. 








Mil 


analysis 


NOTE: 
Vitamin content will be 
altered by heating. 


Tomato Rarebit 
(1 serving of 4) 


Stuffed Baked Potato 
(1 serving of 4) 


Cream Soups 
(1 serving of 4) 
Pea 

Green Bean 
Tomato 
Spinach 


Fruit Whip 
(1 serving of 4) 
Prune 
Peach 
i Apple 


Fruit Sherbet 


i (1 serving of 4) 
' 
| Cereals 
34 cup Cream of Wheat 
1 cup Oatmeal 


Pine-Nog 
l cup 


Baked Custard 
(1 serving of 4) 


Milk & Juices 
Whole milk 
Skim milk 

| Tomato juice 


Orange juice 
| Chocolate milk 
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GEVRAL PROTEIN 
Vitamin-Mineral-Protein Supplement 


(FOTRLE LAROMATORINS Division 


American Cyanainid Company. New York. NY 


Each 30 Gm. (2 heaping tablespoons) contains: 
Vitamin A (acetate) 2,500 U.S.P. Units 
Vitamin D 250 U.S.P. Units 
Thiamine Mononitrate (B,) 2.5 mg. 
Riboflavin (B.) 2.5 mg. 
Niacinamide 7.5 mg. 
Pyridoxine HCI (B,) 0.25 mg. 
Calcium Pantothenate 2.5 mg. 


Vitamin B,, with AUTRINIC® Intrinsic 
Factor Concentrate 1/15 U.S.P. Oral Unit 


Lysine 1.5 Gm. 
Choline Dihydrogen Citrate 50 mg. 
Inositol 25 mg. 
Ascorbic Acid (C) 25 mg. 
Rutin 12.5 mg. 
Vitamin E (tocopheryl acetates) 5 1.U. 


Calcium 
(CaHPO, & Calcium Caseinate) 414 mg. 


Phosphorus (CaHPO,) 60.9 mg. 

Calcium Caseinate 21 Gm. 

Ferrous Fumarate 15.2 mg. 
(Elemental Iron, 5 mg.) 

Fluorine (CaF,) 0.05 mg. 

Copper (Cu0) 0.5 mg. 

lodine (KI) 0.1 mg. 


Potassium 
(from K,SO, and Calcium Caseinate) 15 mg. 


Manganese (Mn0,.) 
Zinc (Zn0) 
Magnesium (MgO) 
Boron (Na,B,0,.10H,0) 
Carbohydrate 
(from malt extract and sucrose) 
Calories 
Total Protein (Nx6.38) 
Sodium 
Fat not more than 
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High Volume Formulas (Normal Sodium Content) 


GEVRAL Protein 


Vitamin-Mineral-Protein Supplement Lederle 
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Vitamin Minerol Protein 
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GEVRAL PROTEIN 


Supplement 





Formula #1 Formula #2 Formula #3 
BASIC INGREDIENTS: 
GEVRAL PROTEIN 60 Gm. (2 02.) 60 Gm. (2 02.) 60 Gm. (2 02.) 
WHOLE MILK 1 Qt. 1% Pt. rr. 
NON-FAT MILK POWDER 3 cups (405 Gm.) 2 cups 1 cup 
WATER (To Volume) 2000 cc. 1330 cc. 665 cc. 
TOTAL VOLUME 2000 cc. 1330 cc. 665 cc. 
PROTEIN 214 Gm. 158 Gm. 101 Gm. 
CALORIES 2340 1686 1031 
SODIUM 2.67 Gm. 1.84 Gm. 1.00 Gm. 
CARBOHYDRATE 272 Gm. 190 Gm. 108 Gm. 
FAT 43 Gm. 32 Gm. 22 Gm. 
VITAMINS: 
Vitamin A 6720 Unit 6278 Unit 5834 Unit 
Vitamin D 543 Unit 532 Unit 521 Unit 
Thiamine (B,) 6.8 mg. 6.2 mg. 5.7 mg. 
Riboflavin (B,) 14.6 mg. 11.5 mg. 8.5 mg. 
Niacin 20.4 mg. 18.7 mg. 16.9 mg. 
Pyridoxine (B,) 3.2 mg. 2.3 mg. 1.5 mg. 
Calcium Pantothenate 22.4 mg. 16.8 mg. 11.3 mg. 
Vitamin B,, with Intrinsic Factor ) 2/15 Unit 2/15 Unit 2/15 Unit 
Vitamin B,, (Additional) 25 megm. 16 megm. 8 megm. 
Choline 833 mg. 581 mg. 328 mg. 
Inositol 900 mg. 616 mg. 333 mg. 
Ascorbic Acid (C) 88 mg. 76 mg. 64 mg. 
Rutin 25 mg. 25 mg. 25 mg. 
Vitamin E ' 10 1.U. 10 1.U. 10 LLU. 
Lysine 16.4 Gm. 12.3 Gm. 8.1 Gm. 
ar Sa eee one a el EERE bE Genes ene | eee EE ad 
MINERALS: 
Calcium 7.26 Gm. 5.22 Gm. 3.17 Gm. 
Phosphorus 5.20 Gm. 3.58 Gm. 1.97 Gm. 
Iron 13.4 mg. 12.3 mg. 11.3 mg. 
Fluorine 0.6 mg. 0.4 mg. 0.3 mg. 
Copper 1.5 mg. 1.3 mg. 1.1 mg. 
lodine 0.2 mg. 0.2 mg. 0.2 mg. 
Potassium | 5.9 Gm. 4.1 Gm. 2.2 Gm. 
Manganese 1 mg. 1 mg. 1 mg. 
Zinc 31.5 mg. 22.1 mg. 12.9 mg. 
Magnesium 600 mg. 390 mg. 210 mg. 
Boron 0.1 mg. 0.1 mg. 0.1 mg. 






















Enhances Vitality and 
Still Insures Weight Loss 





? Prelu-Vite" 


brand of phenmetrazine HCI with vitamins and minerals 


ican Now, Prelu-Vite helps to fortify 
the patient’s nutritional status 
and sense of well-being without 
jeopardizing the success of 

the weight-reducing program. 


a By improving nutritional status (ae 
na Prelu-Vite makes it easier for the 


patient to retain the initial zeal for 
reducing...facilitates the retention 
of enthusiastic cooperation in 
pursuing therapy to a successful 
gen conclusion. 








as a 


"Ts 


With Prelu-Vite, as with Preludin, 
a weight loss 2—5 times that 
obtainable by dietary restriction 


. alone, is readily achieved without 
: the occurrence of annoying 

: side reactions. 

§ 


Availability: Also available: 


i 
-- Geigy Prelu-Vite'" Capsules, each Preludin®Endurets2prolonged- 

















containing 25mg. of Preludin action tablets (75 mg.) for once 
(brand of phenmetrazine HCI) daily administration; and as 
with vitamins A, B,C and Dand regular Preludin tablets (25 

5 minerals. mg.) for b.i.d. or t.i.d. 

Under license from C. H. administration. 

Boehringer Sohn, Ingelheim. 





Geigy, Ardsley, New York Geigy 321-60 








in peripheral vascular disease... 





hout troublesome 





WASODILAR 


e increases blood flow by direct 
action on the smooth muscle of 
the blood vessels‘? 


e provides relief in a high percent- 

age of patients with a wide variety 

of peripheral vascular disorders'’ 

e effective in intermittent claudi- 
cation,** coldness and numbness 

of extremities,*° trophic ulcers, 
and leg cramps*’ associated with 
arteriosclerosis obliterans, diabetic 
vascular disease, Buerger's disease, 
Raynaud's disease and frostbite 


20 mg.) three or four times daily. 


5 mg /cc ) for intramuscular use, boxes of 6. 


Shaftel, H.: Angiology 70:185-192 (Aug.) 1959 
(2) Samuels, S. S., and Shaftel, H. E.: J.A.M.A, 777: 
142-144 (Sept. 12) 1959. (3) Kraucher, G.: Prakt. Arzt 
17:325-329, 1957. (4) Birkmayer, W., and Mentasti, M. 
med. Wchnschr. 708:395-396 (May 3) 1958. 
(5) Clarkson, |., and LePere, D.: Detailed report in 
Mead Johnson research files. (6) Billiottet, J., and 
Ferrand, J.: Sem. méd. 34:635-637 (May) 1958. (7) 


(Sept.) 1957. 








to deep tissues 


inal side effects 


Isoxsuprine hydrochloride, Mead Johnson 


5,6 


1 or 2 tablets (10 to 


10 mg. tablets, bottles of 100; 2 cc. ampuls 


(1) Kaindl, F.; Samuels, S.S.;Selman,D., 


R.: Wien. med. Wehnschr. 707:734-736 


Mead Johnson 
Symbol of service in medicine 


03660 
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Gerber Heads Center for Aging Research 

A former medical officer in charge of the 
Health Office Aberdeen, 
South Dakota, has been appointed director 


Indian Area in 


of the Center for Aging Research of the Na- | 
tional Institutes of Health. Educated at the | 


College of the City of New York, New York 
University, and Yale University, Dr. Joseph 
Hanford 
specialized in diseases of the chest. 


Gerber is an internist who has 


Geriatrics Award Given 

Dr. William B. Kountz of Washington Uni- 
versity, St. Louis, is the 1960 recipient of the 
Willard Memorial 
“for distinguished contributions to geriatric 


O. Thompson Award 
medicine.” The presentation was made at 
the annual dinner of the American Geriat- 
rics Society in Miami Beach in June. Dr. 


Kountz is director of scientific research for | 


the Gerontological Research Foundation 
and vice-president of the International Asso- 


ciation of Gerontology. 
e 


FHA Mortgages for Nursing Homes 


Privately owned and _ operated nursing 


homes are now eligible for FHA-insured | 
mortgages, whether for new construction or | 


rehabilitation, if certain qualifications are 
met. Under a section added to the National 
Housing Act, eligible homes must furnish 
skilled nursing care and other medical serv- 
ices for patients who do not require hos- 
pitalization, must be licensed or regulated 
by the state or other local government, and 
must offer nursing and medical care under 
the direction of persons licensed to provide 
such services. The state must also certify 
that the nursing home is needed and that 
reasonable standards of licensure and opera- 
tion are in force. The mortgage maturity 
period is limited to twenty years and the 
interest rate to 514 per cent. Before making 
a formal application for an insured mort- 
(Continued on page 121A) 


GERIATRICS, NOVEMBER 1960 








oe 


~ a 
Geriatric Patients 
Relish Protein-Rich 


WHEATENA 


All-wheat Wheatena contains 11 per cent 
high-quality protein—and it’s as easily digest- 
ible and nutritious as it is delicious and eco- 
nomical. That’s why Wheatena makes such a 
desirable hot breakfast for protein-deficient 
older folks. 

Made of all the wheat—wheat germ, farina 
and bran— Wheatena is low in fat yet high in 
easily digestible protein and carbohydrates. 
At the same time Wheatena packs just enough 
toasted bran to supply the essential bulk geri- 
atric patients often need to aid regularity. 

Pure wholesome Wheatena is made with- 
deli- rc 
cious, its distinctive nut- 
like flavor tempts even the 
most listless appetite. 
Write for sample packages 
for your patients today. 


out salt or sugar. So 












ALL THE 


PROTEIN 


OF NATURAL WHEAT 








ALL THE 
WHEAT GERM 
OF NATURAL WHEAT 


The Wheatena Corporation 
Wheatenaville, Rahway, New Jersey 













KEEPS 


THE STOMACH 


FREE OF PAIN 


KEEPS 


THE MIND OFF 


THE STOMACH 








Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 














anxiety and tension with minimal side effects. 


AVAILABLE 
IN TWO 
POTENCIES: 


_Milpath 


®Miltown +anticholinergic 


® 
WALLACE LABORATORIES New Brunswick, N. J. WW) 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


Dosage: 1 tablet t.i.d. at mealtime and 
2 at bedtime. 


Milpath-200 — Yellow, coated tablets of 
200 mg. Miltown (meprobamate) and 
25 mg. tridihexethyl chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 
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gage, sponsors of a project should consult 
with local FHA staff members to be sure 
that requirements can be met. 


UAW Preretirement Program 

Auto workers in Detroit are being educated 
for retirement. Since last October, Cadillac 
Local 22 of the United Auto Workers has 
conducted 3 courses for the union’s older 
members on various aspects of planning for 
retirement. This project grew out of a one- 
week training institute held about two years 
ago by the UAW Retired Workers Depart- 
ment and the Labor Research and Educa- 
tion Project of the University of Chicago. 
Later, a series of summer school workshops 
for local union leaders were conducted in 12 
UAW regions, and, in the fall of 1958, a 
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Fleischmann’s , 
comes a delicious“ 4 
new margarine | aA Rp 
made from 100% ° 


golden corn Oil” cm 


Now from 


\ 


*Yes, Fleischmann’s is made from delicious golden 
corn oil, partially hydrogenated for a smooth, 
even texture. On hot muffins, toast or vegetables, 

Fleischmann’s bursts into a delicate golden good- 

ness. It is also ideal for baking. Your whole family 

will love Fleischmann’s truly delicious flavor. 


FLEISCHMANN’S CORN OIL MARGARINE 


twenty-week Discussion Leaders’ Training 
Program was organized in Detroit. The par- 
ticipants went through an orientation peri- 
od, then a demonstration period in which 
Professor Woodrow Hunter of the Universi- 
ty of Michigan conducted classes for a group 
of preretirement workers, and finally a labo- 
ratory phase in which the trainees conduct- 
ed classes themselves under Professor Hunt- 
er’s supervision. The Local 22 program was 
then started last fall by one of the partici- 
pants in this training course. 


Housing Loans for the Aged 
The first direct loans for construction of 
housing for the elderly very possibly will be 
approved by the federal government before 
the end of 1960. The funds would come out 
of the $20 million appropriated by Con- 
gress in a bill signed by President Eisen- 
hower last July. The loans were authorized 
in the 1959 housing act, but Congress did 
(Continued on page 122A) 


Available wherever 


“fine foods are sold 
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not provide the money until this year. 
Although only about 2,000 dwelling units 
could be financed with currently available 
funds, officials hope to prove the program 
is worthy of future expansion. Loans may 
be made only to private, nonprofit, corpo- 
rate sponsors of rental housing for elderly 
families and persons. Maximum repayment 
period is fifty years at 3.5 per cent interest. 
No ceiling is set on the amount of any 
one loan, but eligible projects must have no 
more than 50 dwelling units and no fewer 
than 8. Nor is there a limit on the cost per 





comes; therefore luxury apartments would 
be considered for federal 


loans. 


inappropriate 


Rules specify that the housing must be 
for single persons 62 years of age or older; 
married couples, 1 of whom is 62 years old; 
unrelated persons of the same sex, both of 
whom are 62; and closely related persons, 
such as sister and brother or aunt and niece. 


Indiana Joint Council 

A Joint Council to Improve the Health 
Care of the Aged in Indiana has been or- 
ganized to deal solely with the problems of 
people over the age of 65. Participating are 
the Indiana Medical, Hospital, and Dental 








associations and the Indiana Association of 
Licensed Nursing Homes. Chairman of the 
council is Dr. Emmett B. Lamb, chairman 


dwelling unit, since limitations might be ar- 
bitrary and might exclude deserving proj- 
ects. The program is intended to provide 


housing for elderly persons with middle in- (Continued on page 125A) 










in the 
senility syndrome 


cerebral arteriosclerosis 
and mental confusion 





vasodilator 
MENIC combines the mutually enhanc- 
ing action of the effective analeptic, pentylenetetrazole, with the 
proven cerebral vasodilator, nicotinic acid. 


Each scored tablet contains 
pentylenetetrazole 100 mg. 
(1% gr.) nicotinic acid 50 
mg. (5/6 gr.) in bottles of 100 
and 500 tablets. Usual dose: 
2 MENIC tablets t.i.d., p.c. 


Literature and samples 
available upon request. 


MENIC acts to increase oxygen and blood 
supply to the brain and so helps to overcome the cerebral ischemia 
and hypoxia responsible for many senility symptoms. Produced 
physical, mental and social improvement.! Menic makes possible a 


more comfortable, happier life. 
1. Levy, S.: J.A.M.A. 153:1260, 1953. 


GERIATRIC PHARMACEUTICAL CORP. 
BELLEROSE, L.I.,N. Y. DEPT. GER. 11-60 


Pioneers in Geriatric Research 
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in female urethritis referred pain 
complicates diagnosis 


Pain in the groin, suprapubic re- 
gion, thighs and lower back is often 
caused by urethritis but, as a result 
of negative urinary findings, is at- 
tributed to other organs. Direct 
examination of the urethra helps 
localize the origin of referred pain, 
evidence of urethral inflammation. 
calling for local therapy. 


Younger women with bacterial 
urethritis respond to the antibacte- 
rial, anesthetic and dilating effects 
of FURACIN Inserts (formerly FUR- 
ACIN Urethral Suppositories) con- 
taining nitrofurazone 0.2% and the 
local anesthetic diperodon-HC] 2% 
in a water-dispersible base. Each 
suppository hermetically sealed in 
silver foil, box of 12. 


Older women respond to the es- 
trogenic, antibacterial, anesthetic 
and dilating effects of FURESTROL 
Suppositories containing, in addi- 
tion to nitrofurazone and diperodon 
*HCl, diethylstilbestrol0.0077% (0.1 
mg.) which corrects postmeno- 
pausal urethritis at the cellular lev- 
el. Each suppository hermetically 
sealed in orchid foil, box of 12. 


FURACIN INSERTS and 
FURESTROL’ SUPPOSITORIES 


alleviate pain—simplify treatment 


EATON LABORATORIES, NORWICH, NEW YORK 
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asleep. ‘. 
not drugged 


For a night of deep, refreshing sleep and a lively awakening... Noludar 300... one capsule at 
bedtime promises 6 to 8 hours of undisturbed sleep without risk of habituation, without 
barbiturate “hangover,” toxicity or even minor side effects. Try Noludar 300 for your next 
patient with a sleep problem. One capsule at bedtime. Chances are she’ll tell you 


“I slept like a log” 


NOLUDAR 300 


brand of methyprylon 300-mg capsules 


coche), 
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of the Indiana State Medical Association’s 


Commission on Public Health. 


AARP Takes over Journal 

A pioneer national publication for the eld- 
erly has been absorbed by the 
Association of Retired Persons. With the 
March 1960 issue, the Journal of Lifetime 
Living ceased publication. The journal’s 
200,000 subscribers have been invited to join 
the AARP. As members, they will receive 
the bimonthly magazine, Modern Maturity, 
and the AARP News Bulletin. 


American 


Retirement Film Available 
The first in a series of films on “The Later 
Years” has just been released. Sponsored by 


the National Committee on the Aging, this 
film is concerned with financial preparation 
for retirement. A packet of materials on the 
subject is also available to help viewers 
evaluate their personal, 


physical, and in- 


come status. 
- 


Film on Care of Diabetic Feet 

A 35-mm color film, entitled “Care of the 
Feet” with a running time of eight minutes, 
explains why the diabetic patient should 
take proper care of his feet 
strates how serious difficulties 
injuries, 
tions can be prevented. For 
write to the Film Library, Communicable 
Disease Center, Public Health Service, At- 
lanta 22, Georgia. 


and demon- 
from poor 


circulation, accidents, and_infec- 


information 


° 

Health Statistics Centralized 

The major statistical activities of the United 
States Public Health been 


(Continued on page 126A) 


Service have 


COMPREHENSIVE 
OLD AGE BENEFITS 


A brightens the outlook 

A lightens the load of 
poor nutrition 

A heightens tissue/ 
bone metabolism 


GEV 


On morning 


RESTIN 


Geriatric Vitamins-Minerals-Hormones-d-Amphetamine Lederle 


Each capsule contains: Ethinyl Estradiol 0.01 mg. 
Methyl Testosterone 2.5 mg. 


Intrinsic Factor Concentrate 1/15 U.S.P. 


¢ Niacinamide 15 mg. © Pyridoxine HCI (B,) 0.5 mg. 


Calcium Pantothenate 5 mg. © Choline Bitartrate 25 mg. 
* Inositol 25 mg. © Ascorbic Acid (C) as Calcium Ascor- 


e d-Amphetamine Sulfate 
2.5 mg. ¢ Vitamin A (Acetate) 5,000 U.S.P. Units « Vita- 
min D 500 U.S.P. Units ¢ Vitamin B,. with AUTRINIC® 
Unit (Oral) « 
Thiamine Mononitrate (B,) 5 mg. © Riboflavin (B,) 5 mg. 


bate 50 mg. ¢ I-Lysine Monohydrochloride 25 mg. * 
Vitamin E (Tocopherol Acid Succinate) 10 Int. Units ¢ 
Rutin 12.5 mg. ¢ Ferrous Fumarate (Elemental iron, 10 
mg.) 30.4 mg. © lodine (as Kl) 0.1 mg. ¢ Calcium (as 
CaHPO,) 35 mg. ¢ Phosphorus (as CaHPO,) 27 mg. * 
Fluorine (as CaF) 0.1 mg. * Copper (as CuO) 1 mg. * 
Potassium (as KO): 5 om 9 * Manganese (as MnO.) 1 mg. 
e Zinc (as ZnO) 0.5 ¢ Magnesium (MgO) 1 mg. 
* Boron (as Na2B,0). 10440) 0.1 mg. Bottles of 100, 1000. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York @@™ 
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brought together in a National Center for 
Health Statistics. At present the Center has 
2 United States National 
Health Survey and the National Office of 
Vital Statistics. Acting Director will be Dr. 
Forrest E. Linder, who has headed the Na- 


divisions—the 


tional Health Survey since that project was 
begun in 1956. 


Adjustment of Older Workers 


Adjustment of older workers to technologic 
change will be studied this year by the Sur- 
vey Research Center of the University of 
Michigan Institute for Social Research. Dr. 
Arnold S. 


director at the Center, will compare the re- 


Tannenbaum, assistant program 


and 


actions of older younger workers to 



























FACT 1. Prostatec- 
tomy can often be 
avoided by expectant 
medical treatment.* 


FACT 2. More than 
50% of men over 45 
develop benign pro- 
static hypertrophy.* 


STALL 


FACT 3. Prostall cap 
sules reduce prostatic 
enlargement in 92% 
of cases.? 


FACT 4. Prostall cap- 
sules effectively re- 
lieve prostatic symp- 
toms as follows: 





change and retraining programs in 3 differ- 
ent companies. The study is financed by the 
Department of Labor’s Bureau of Labor 
Statistics. 


Older Workers Hired in Pennsylvania 

The Pennsylvania State Employment Service 
reached a new high this June for placement 
of workers more than 45 years old; the total 
number of positions found for older people 
during the first six months of 1960 also set 
a record. There were 6,114 persons em- 
ployed during June, the highest for any 
month yet recorded. In the first six months 
of the year, jobs were found for 29,434 
older workers as compared to 27,102 during 
the same period in 1959, and 23,401 in 1958. 
Employment of older workers is increasing 
both in numbers and in the percentage of 
all placements made by the state employ- 
ment service. 


for Prostatic 
Hypertrophy 



































nocturia 95%, urgen- 
cy 81%, frequency 
739%, discomfort 71% 
and starting delay 
70%.* 

FACT 5. Prostall 
causes no side ef- 
fects.4 No contraindi- 
cations. 
























PROSTALL capsules contain 6 gr. of glycine (aminoacetic acid), alanine and glutamic acid in 


biochemical combination. 


DOSAGE: 2 capsules t.i.d. after meals for two weeks, thereafter 1 capsule t.i.d. for at least 


three months. Repeat if symptoms recur. 


1, Chapm 
prostati 


2. Hinman, 





Expectant treatment 


of benign 
t, Lancet 4 


> 
949 






135:13€ 1947. 


LITTLE BUILDING « 


Write for Professional Literature 


METABOLIC PRODUCTS, 


3. Feinblatt, H.M., and Gant, J.C., Palliative treat- 
ment of benign prostatic hypertrophy, J. Maine 
M.A. 49:99, 1958, 


4. Ibid. #3, Southwestern Med. 40:109, 1959. 


CORP. 


BOSTON 16, MASS. 

















Robins 





helps remove the cause of cough’ 


Glyceryl guaiacolate (Robitussin) bronchial cilia more efficient,3-5 
exerts ‘“‘the most intense and pro- and acts as a demulcent.1-3-6 

longed’? expectorant action ‘‘of 
practically all drugs presently used 


Thus Robitussin increases the 

9 probability that a cough will 
achieve its natural purpose—i.e., 

It greatly increases the secretion to remove irritants such as exu- 

of respiratory tract fluid, which dates and mucus from the respir- 

makes sputum less viscid and eas- __atory tract.1-4-5 

ier to raise,2">* makes tracheal and 

references: 1. Blanchard, K., and Ford, R. A., J.-Lancet, 74:433, 1954. 2. Cass, 

L. J., and Frederik, W. S., Am. Pract. Dig. Treat., 2:844, 1951. 3. —_, E. W., 

and Jacobs, L. S., Dis. Chest, 30:441, 1956. 4. Blanchard, Kk and Ford, R. A., Clin 


Med., a sat 1956. 5. Blanchard, K., and Ford, R. A., Rocky Mt. M. te 52: 278, 1955, 
6. Boyd, E .M. et al., Can. . Assoc. J., 54:216, 1946. 


Robitussin” 


Glyceryl guaiacolate, 100 mg. in each 5 cc. teaspoonful 


Robitussi n’A-C...... guai- 


acolate 100 mg., prophenpyridamine maleate 7.5 mg., and 
codeine phosphate 10 mg. in each 5 cc. tsp. Exempt narcotic. 


A. H. ROBINS COMPANY, INC., RICHMOND 20, VA. 


clinically as expectorants. 

























THE AMERICAN CANCER SOCIETY 


is dedicated to saving lives from cancer and spear- 

heads the fight against cancer quackery. Its Com- 

mittee on New or Unproved Methods of Treatment 

of Cancer has a membership of physicians, lawyers, 

educators, and public relations specialists. This 

committee has been a prime mover in developing 
constructive action 


avcainst 


CANCER 
UUACRERY 


Inspired by model legislation formulated by this 
committee with the active cooperation of the Cali- 
fornia Medical Association, California, Kentucky 
and Nevada recently passed bills providing the first 
effective means of fighting cancer quackery at its 
base of operations—in the local community. 


To keep both the public and the medical profession 
informed, the Society has established, in its national 
office, a central repository of material on new or 
unproved methods of cancer diagnosis, treatment 
and cure—a principal source of such information 
in this country. 




































The American Cancer Society, in this as in all its 
efforts, serves both the private citizen and the prac- 
ticing physician —and is, in turn, served by both. 


rational aspect 
of civilized living... 
beverage alcohol. 


a celebrated example 
of the French Art. 


IMPORTED FROM FRANCE 


OWARIP 


COGNAC BRANDY 
The Only Cognac Made and Bottled at The Chateau de 
Cognac, IMPORTED OTARD COGNAC. V.S.0.P., 80 PROOF | 
3 STAR, 84 PROOF ¢ SCHENLEY IMPORT CO., NEW YORK | 
| 





sodium 





BUTISO 


\ GHRONIG URINARy 
INFECTIONS 


\N 
TRACT 


Soothes... Burning Urination 
GLEARS...Infected Urine 


Urolitia is bacteriostatic, bactericidal, non-toxic, does not 
produce drug-fastness, provides simple dosage, and is eco- 
nomical for long term therapy. 

Urolitia rapidly controls E. coli, S. albus, and S. aureus 
infection. Its soothing action is due to the prompt release 
of Triticum and Zea extractives by the kidney into the in- 
flamed bladder. 

Sampies on Request 
Urolitia is especially useful for elderly patients with residual 
urine due to cystocele or enlarged prostate, in whom per- 
manent sterilization of the urine cannot be expected. 
CONTAINS NO DYES 

Urolitia—each tablespoonful contains: 
Methenamine 
Lithium Benzoat 
Sodium Benzoate.... via eine 

In a soothing, demulcent menstruum of Triticum and Zea. 

Dose: 1 Tbs. in % cup warm water ¥ hr. a.c. and h.s. 

Decrease dose after second day. 
Supplied: Bottles of 8 fl. oz. 


BORCHERDT COMPANY 


217 North Wolcott Avenue Chicago 12, Illinois 





Takes the edge off 
“jittery” nerves— 


carries the patient 


i 


LY 


smoothly through the d 
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Tablets, Repeat-Action Tablets, 
Elixir, Capsules 


DOSAGE: 15 to 30 mg. three or four times a day 


McNeil Laboratories, Inc. 
Philadelphia 32, an -7-¥ 















especially designed for sustained anabolic and 
climacteric therapy in the female and male... 


_.dumone 


SQUIBB TESTOSTERONE ENANTHATE AND ESTRADIOL VALERATE 





approximately 4 weeks of effective therapy with only one injection 


+ relieves physical, mental and emotional distress in the climacteric and helps to correct 
hormonal imbalance and protein loss + minimizes or eliminates unwanted sexual effects 
+ well tolerated and convenient administration — low viscosity permits easy IM injection with 
small-gauge needle. 


DELADI NE is indicated in the menopausal syndrome, in osteoporosis (postmenopausal, 
senile). Dosage: 1 to 2 cc. as a single intramuscular injection, every 3 or 4 weeks, depending 
on clinical response. y: Vials of 1 and 5 cc. Each cc. contains 90 mg. testosterone 
enanthate and 4 mg. estradiol valerate. 


especially designed for convenient inhibition of lactation and prevention of breast engorgement 


Deladumone 2X 


SQUIBB TESTOSTERONE ENANTHATE AND ESTRADIOL VALERATE 


¢ optimally balanced — long-acting — double potency 
Dosage: In the suppression of lactation, 2 cc. given as a single intramus- 
cular injection, preferably at the end of the first stage of labor or else 
immediately upon delivery. Supply: Each cc. contains 180 mg. testoster- 
one enanthate and 8 mg. of estradiol valerate dissolved in sesame oil. 
Vials of 2 cc. 


) Squibb Quality —the Priceless Ingredient 


*peLaoumone’? 1S A SQUIBB TRADEMARK 
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Metamine Sustained’ helps 
you dilate the coronaries pee 





METAMINE SUSTAINED (triethanolamine trinitrate biphosphate, 10 mg., in a unique sustained- 
release tablet) is a potent and exceptionally well tolerated coronary vasodilator. Pharmacological 
studies at McGill University demonstrated that METAMINE “exerts a more prolonged and as good, 
if not slightly better coronary vasodilator action than nitroglycerin . . .”! Work at the Pasteur 
Institute established that METAMINE exerts considerably less depressor effect than does nitro- 
glycerin.2 Virtually free from nitrate side effects (nausea, headache, hypotension), METAMINE 
SUSTAINED protects many patients refractory to other cardiac nitrates,’ and, given b.i.d., is ideal 
medication for the patient with coronary insufficiency. Bottles of 50 and 500 tablets. Also: 
METAMINE, METAMINE WITH BUTABARBITAL, METAMINE WITH BUTABARBITAL SUSTAINED, 
METAMINE SUSTAINED WITH RESERPINE. 


1. Melville, K. I., and Lu, F.C.: Canadian M.A.J., 65:11, 1951. 2. Bovet, D., and Nitti-Bovet, F.: Arch. Internat. 
de pharmacodyn. et therap., 83:367, 1946. 3. Fuller, H. L., and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 
3:322, 1956. 
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relaxe 


The “tranquilaxant,” Trancopal, quickly relieves 
skeletal muscle spasm and pain associated with 
low back syndrome, torticollis, sprains and 
strains, and arthritis. At the same time, its tran- 
quilizing action reduces restlessness and _ irri- 
tability, making the patient more amenable to 
physical therapy. In a group of 193 patients with 
various musculoskeletal disorders, treatment with 
Trancopal brought good to excellent results to 
162. “... the combined effect of tranquilization 
and muscle relaxation enabled them to resume 
their normal duties in from twenty-four to forty- 


eight hours.”1 “, 


..the most promising muscle 
relaxant presently available. Its outstanding char- 
acteristics are safety, excellent tolerance and 
potency, 


2 



















muscle spasm 


Dosage: Adults, 200 mg. oraliy three or four 
times daily; in some instances 100 mg. three or 
four times daily suffice. Relief of symptoms occurs 
in from fifteen to thirty minutes and lasts from 
four to six- hours. 


How Supplied: Trancopal Caplets® 
200 mg. (green colored, scored) , bottles of 100. 
100 mg. (peach colored, scored) , bottles of 100. 


1. Kearney, R. D.: Current Therap. Res. 2:127, April, 1960. 2. Cohen, 
A. L: Current Therap. Res. 2:374, Aug., 1960. 


Trancopal (brand of chlormezanone) and Caplets, trademarks reg. U.S. Pat. Off. 
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in pain, such as that of cancer, Thorazine’ 


one of the fundamental drugs in medi. 
cine, reduces by potentiation the amount 


of narcotic needed; alleviates the anxiety 


that intensifies suffering; improves the 


patients mental outlook. Also, controls 


nausea and vomiting. 














